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It is impossible to consider in a single 
paper our present knowledge of the hor- 
mones of the ovary, a field of research and 
therapy which encompasses an enormous 
section of medical knowledge and theory. 
The original concept of the ovary as a single 
endocrine gland which could produce symp- 
toms by means of quantitative variations of 
its secretions was a simple explanation of a 
now multi-faceted fact. The advances of the 
last two decades have enlarged the problem 
by making available clinically useful prep- 
' arations of the two hormones of the ovary, 
estrogen and progestin. This review deals 
with estrogen—the hormone of growth and 
preparation—the more widely employed of 
the two. 

When estrogen first became available for 
clinical use, there was an understandable 
enthusiasm of its application but the true 
indications for its use have contracted con- 
siderably following the earlier empirical 
trials. Because of the complexity of the 
problems for which estrogen is used and 
because of its multiple commercial forms, 
much confusion still exists, particularly 
concerning dosage and the avoidance of un- 
desirable side-actions. If one depends upon 
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the beautifully embossed brochures which 
exort the practitioner with every mail, one 
falls, unhappily, into the security of the 
illusion that there are neither contraindica- 
tions nor untoward side-effects in the use 
of estrogen. 


THERAPEUTIC PRINCIPLES 


Before discussing the specific abuses of 
estrogen therapy which the authors have 
recently encountered, it seems expedient to 
outline certain basic maxims which are 
essential for the proper use of any endocrine 
therapy. 


1. The Elimination of Organic Disease: 
It is imperative that a complete survey of 
the patient be made to exclude the presence 
of any organic gynecologic disorder or con- 
stitutional ailment which would preclude 
endocrine therapy. This entails the use of all 
ordinary diagnostic procedures, including 
complete physical examination, blood count, 
urinalysis, serologic study, biologic preg- 
nancy test, and determination of the basal 
metabolic rate. Such an effort at differen- 
tial diagnosis is of special importance be- 
fore the use of so potent a substance as 
estrogen. 


2. Individualization: The knowledge that 
no two patients ever present the same 
problem in the same manner is of para- 
mount importance. The value of individual- 
ization is clearly emphasized by the varying 
treatment of the same disorder at different 
age levels. Moreover, treatment must be 
directed not only to the disorder in question 
but the therapeutic regime must be so in- 
stituted that associated derangements are 
corrected. It is important to remember 
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that a patient is not composed wholly of se- 
lected endocrine glands. 


3. Evaluation of the Pathologic Physi- 
ology: A working knowledge of the normal 
menstrual cycle is of importance in the use 
of both estrogen and progestin. Despite the 
fact that most physicians have some under- 
standing of the current conception of nor- 
mal menstruation, and at the risk of being 
somewhat pedantic, the cardinal principles 
are reviewed briefly to lay emphasis on the 
necessity of appreciating the role which the 
ovarian hormones play in the cycle. 

The cyclic ovarian changes are governed 
by the secretions of the anterior lobe of the 
hypophysis. The latter produces two gona- 
dotropic hormones which are responsible for 
follicle maturation and corpus luteum for- 
mation, respectively. In turn, each of these 
two phases of the ovarian cycle controls a 
portion of the uterine cycle. The recurring 
changes in the endometrium are entirely 
dependent upon the hormones secreted by 
the ovarian follicles and the corpus luteum. 
The periodic, postmenstrual ripening of a 
group of ovarian primordial follicles is pro- 
ductive of estrogen, the hormone which 
effects the proliferative phase in the endo- 
metrium. 


During the first half of the menstrual 
cycle, as a result of the ovarian follicular 
hormone, estrogen, the endometrium 
changes from a thin layer of cells practical- 
ly devoid of glands to a tall, richly glandu- 
lar tissue. At approximately the mid-inter- 
val of the cycle, one of the growing follicles 
matures, ovulation occurs, and the collapsed 
follicle is transformed within a few days 
into a corpus luteum. This change in the 
ovary is effected by the gonadotropic hor- 
mones of the anterior lobe of the hypo- 
physis. The luteinizing gonadotropin sup- 
ports the continued function of the corpus 
luteum. The lutein cells continue, as their 
forebears in the follicle did, to produce 
estrogen but, in addition, also secrete pro- 
gestin, the characteristic hormone of the 
corpus luteum. 

During the second half of the cycle, pro- 
gestin causes the estrogen-primed endo- 
metrium to become a hyperemic, highly 


functional tissue richly endowed with nutri- 
tive substances required for the embedment 
and support of a fertilized ovum. If a fertil- 
ized ovum does not eventuate, the corpus 
luteum disintegrates and, almost immedi- 
ately thereafter, the endometrium is dis- 
mantled by the process of menstruation. 


Thus, it is clear that estrogen is the hor- 
mone of growth, vascularization, and pre- 
liminary preparation, whereas progestin is 
the principle which modifies and differen- 
tiates. 

4. Application of Basic Pharmacology: 
The ovarian hormones belong to the steroid 
family, a group which also includes andro- 
gens and the adrenocortical hormones. The 
steroidal hormones are higher alcohols, 
possessing a common chemical denominator 
which relates them to such well-known sub- 
stances as cholesterol, bile acids, certain 
opium alkaloids, stigmasterol, and various 
glucosides of digitalis. The ovarian steroids 
—estrogen and progestin—are chemically 
identified, their structural formulas are 
wellknown, they are available in pure crys- 
talline form, and have been made synthet- 
ically. They are stable, do not require refrig- 
eration, and will remain potent indefinitely. 
Inasmuch as they contain -no protein, 
neither of them gives rise to allergic mani- 
festations. They may be administered intra- 
muscularly, orally, and by absorption 
through skin or mucous membrane. Each of 
them has the significant dual ability of act- 
ing on the genital end-organs and on the an- 
terior lobe of the hypophysis. The latter 
characteristic is important to remember 
when treating a regularly menstruating 
woman because the rhythm of her cycle may 
be disturbed through depression in the pro- 
duction of hypophyseal gonadotropic hor- 
mones. 

ESTROGEN USAGE 

The physiologic effects of estrogen make 
it useful in two categories—either to 
achieve growth of all or part of the genital 
tract or to depress temporarily the function 
of the anterior lobe of the hypophysis. In 
the former instance, are included the treat- 
ment of atrophic vaginitis and the estrogen 
therapy of amenorrhea. The latter includes 
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its uses for the suppression of lactation and 
the alleviation of the menopausal syndrome. 
1. Antrophic Vaginitis : The predisposing 
cause of postmenopausal vaginitis is the 
extreme vulnerability of the atrophic vagi- 
nal mucosa, causes a diminution in the lay- 
ers of the epithelium, a disappearance of 
the glycogen content of the cells, and a loss 
of the protective vaginal flora. Deprived of 
these natural barriers to infection, the vagi- 
na becomes fertile soil for bacterial growth. 
The atrophy and subsequent infection give 
rise to the symptoms of irritating leukor- 
rhea, introital paresthesia, and dyspareunia. 
Since the absence of estrogen is the basic 
cause for this disorder, it is logical to ad- 
minister small doses of estrogen in order 
to restore the vaginal epithelium to its for- 
mer height and state of resistance. The 
dosage of estrogen employed for this pur- 
pose need not be large. It may be effectively 
given orally in a dose of 0.5 mg. of stil- 
bestrol or 0.625 mg. of estrone sulfate daily 
for several weeks. Another method of ad- 
ministering estrogen in such cases is the 
nightly introduction of a vaginal supposi- 
tory containing 0.2 mg. of estrone. However 
prescribed, the estrogen should be discon- 
tinued in a month and repeated only if 
required for a recrudescence of symptoms. 
2. The Adjunctive Therapy of Amenor- 
rhea: Inasmuch as the causes of amenorrhea 
are numerous, a complete investigation of 
the constitutional background of each 
amenorrheal woman is essential to intelli- 
gent therapy. The treatment of amenorrhea 
with estrogen alone is notoriously unsat- 
isfactory. Estrogen can produce only the 
proliferative phase of endometrial growth. 
Although uterine bleeding may result in 
amenorrheal women treated with estrogen 
alone, such bleeding is not menstruation. 
The physiologic objective of estrogen 
therapy in amenorrhea is to combat uterine 
hypoplasia. If the uterine atrophy—per- 
haps, the sequel of a previously existing 
pituitary-ovarian deficiency—is the sole 
cause of the amenorrhea, good results may 
be obtained from estrogen treatment. In 
such women, the endometrium is rebuilt to 
a point of normal responsiveness and, in 
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effect, the estrogen acts merely as the 
“starter” which sets the cycle in motion. 
Unfortunately, this applies to very few 
amenorrheal women. 

An effective technic of employing estro- 
gen in the treatment of amenorrhea is either 
its simultaneous combined, or its consecu- 
tive cycle administration with the corpus 
luteum hormone, progestin. Thus, in the for- 
mer method, as employed for the usual type 
of secondary amenorrhea, the patient may 
be given both 2.5 mg. of estradiol benzoate 
and 12.5 mg. of progesterone intramuscular- 
ly on two successive days. With the latter, 
the cyclic method, one may administer 1.5 
mg. of estradiol benzoate intramuscularly 
every third day for five doses and follow 
immediately with five daily injections of 10 
mg. of progesterone. Such dual therapy, 
combined or cyclic, is generally repeated 
for three consecutive months, each succeed- 
ing course being started as the induced 
flow ceases. 


When parenteral medication is to be 
avoided, one may employ orally adminis- 
tered estrogen and progestin. Such a sched- 
ule, for example, might be the use of 2 mg. 
of stilbestrol daily for 15 days, followed by 
60 mg. of pregneninolone, the oral proges- 
tin, daily for five days. 

It must be remembered that neither estro- 
gen alone nor estrogen with progestin gives 
permanent results in amenorrhea unless 
other measures are taken simultaneously to 
restore the general health of the patient. 

3. The Prevention of Puerperal Breast 
Engorgement and the Suppression of Lacta- 
tion: One of the most effective uses of estro- 
gen, whether natural or synthetic, is its 
ability to prevent breast engorgement in 
instances of postpartum inhibition of lacta- 
tion. When the administration is started im- 
mediately after delivery, there is generally 
entire freedom from breast pain and en- 
gorgemnt, as well as distinct depression of 
lactation. In fact, if suckling is not per- 
mitted, lactation, in the clinical sense, does 
not occur. If the estrogen is employed dur- 
ing the late puerperium, when lactation had 
already been established, relief from en- 
gorgement and subsidence of lactation are 
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definitely, although not markedly, bettered. 

The dosage of estrogen required for the 
prevention of puerperal breast engorgement 
is relatively small. There is no need for its 
intramuscular administration for this pur- 
pose. As little as 1 mg. of stilbestrol, or its 
equivalent in natural estrogen (1.25 mg. of 
estrone sulfate), given orally three times 
daily is adequate. Such treatment should be 
discontinued within ten days and, as ex- 
emplified in our clinical experience, it is 
best withdrawn gradually by having the 
patient reduce the amount taken by one dose 
daily for several days. 


The danger of administering estrogen 
during the puerperium for too long a period 
lies in the fact that it is capable of creating 
hyperplasia of the regenerating endome- 
trium with resultant abnormal uterine 
bleeding. Such unwanted effects may be 
avoided by observing the dual precautions 
of employing a small dose for a limited 
period of time and discontinuing its use 
gradually. 


4. Alleviation of the Menopausal Syn- 
drome: The vast majority of women under- 
going the climacteric do not require treat- 
ment for the menopausal syndrome. When 
the flushes, nocturnal sweats, and nervous 
instability are mild, they may be complete- 
ly mitigated by consultation alone. An ex- 
planation of the temporary nature of the 
symptoms and of their tendency to dis- 
appear spontaneously after a variable time, 
coupled with the prescription of mild seda- 
tives, may be all that is required. However, 
when the symptoms are marked, there is no 
more specific therapy than estrogen. 

The synthetic estrogens and the orally 
administered natural estrogens are ideal for 
menopausal therapy. It is logical to admin- 
ister the smallest amount necessary to 
assuage the vasomotor symptoms. Whether 
one employs a daily dose of 0.5 mg. of stil- 
bestrol, 0.625 mg. of estrone sulfate, or 0.02 
mg. of ethinyl estradiol is immaterial. The 
important rules to be followed are to pre- 
scribe the estrogen for only a limited period 
of time and to withdraw it in a gradual 
manner. The most prevalent abuse in the 
usage of estrogen is the prescription of a 


routine daily dose to be taken more or ess 
indefinitely. This usually results, even in 
women in whom menstruation had leng 
since ceased, in the occurrence of ute? ne 
bleeding. Such bleeding also frequently re- 
sults following the sudden withdrawal! of 
the estrogen. It must be emphasized that 
the logical objective of estrogen therapy of 
the menopausal syndrome rests on the fact 
that it aids in the adjustment of the body 
to the diminution and final cessation of 
ovarian function. This aim is entirely lost 
if the estrogen is not prescribed for meas- 
ured periods, with repeated attempts to 
withdraw the hormone entirely. When the 
withdrawal is gradual, the drop below the 
critical level does not so readily occur and 
withdrawal bleeding is avoided. 


While postmenopausal uterine bleeding 
evoked by estrogen is most often caused by 
faulty dosage and incorrect method of with- 
drawal, it also occurs in a few of the proper- 
ly controlled patients. In such cases, the 
endometrium is peculiarly sensitive to estro- 
gen and it can not be employed without 
evoking bleeding. 


The propensity of estrogen to induce 
uterine bleeding in the postmenopausal 
woman is unfortunate. It is presently re- 
sponsible for a large segment of the 
neglected instances of carcinoma of the 
uterus. Prior to the almost universal use of 
estrogen for the relief of the menopausal 
syndrome, postmenopausal bleeding was 
most frequently the result of uterine malig- 
nancy. With the current prevalence of estro- 
gen usage, the physician, faced with post- 
menopausal bleeding, may unfortunately 
lapse into a false state of security, tending 
—without proper examination of the pa- 
tient—to attribute the bleeding to previous- 
ly administered estrogen. The natural and 
proper suspicion in all cases of postmeno- 
pausal uterine bleeding should be carcinoma 
of the uterus, and the attending physician 
should be impelled to inspect the cervix 
(executing a biopsy if indicated) and to 
perform diagnostic curettage. That these 
admonitions are not universally borne in 
mind is well illustrated by the recorded ex- 
perience of many cancer clinics. As an 
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example, the authors are privileged to quote 
some of the recent statistics of the Philadel- 
phia Committee for the Study of Pelvic 
Cancer, a commission devoted to the study 
of the histories of patients with pelvic can- 
cer in order to analyze better the factors 
which delay diagnosis: 

From’ December 1945 until December 
1946, the Philadelphia Committee for the 
Study of Pelvic Cancer uncovered 116 in- 
stances in which there had been unwarrant- 
ed delay in the diagnosis of pelvic cancer. 
Of these 116 instances, 78 were classified 
as “physician delay” and the remaining 38 
as “physician and patient delay.” More 
significant, perhaps, is the fact that 31 of 
the 116 patients were given medication, oral 
or hypodermic or both, in the presence of 
symptoms suggestive of pelvic cancer, with- 
out examination. Such a practice, particu- 
larly if the patient presents abnormal 
uterine bleeding, is reprehensible and crim- 
inally negligent. It is often a result of the 
widespread and indiscriminate usage of 
estrogen prescribed for the relief of men- 
opausal symptoms, as illustrated by the fol- 
lowing two case histories selected at random 
from the 116 mentioned above: 

CASE NO. 1 

G. N., a white female, aged 41, began to experi- 
ence irregularities in the menstrual cycle and 
vasomotor symptoms of the climacteric in January 
1946. During February, she bled intermittently for 
two weeks. When seen by a physician in March, 
she was advised—without benefit of pelvic examin- 
ation—that she was “changing” and that she 
required a few “needles.” She received the latter 
twice weekly for two months with relief of the 
menopausal symptoms but not of the metrorrhagia. 
At that time, May 1946, the patient visited another 
doctor and was told that a small growth was 
present at “the mouth of the womb,” which was 
removed in the doctor’s office. The second physician 
continued the “injections,” in this instance weekly, 
until the end of June when the patient experienced 
a sudden vaginal hemorrhage and was hospitalized. 
The diagnosis was squamous cell carcinoma of the 
cervix, Stage III. 

CASE NO. 2 

A. W., a colored female, aged 50, experienced 
a sudden episode of menorrhagia in the course of 
her normal menstrual cycle. A physician was sum- 
moned, who did not examine the patient but advised 
rest in bed and the taking of tablets “for the 
change of life.” Menorrhagia was repeated the next 
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month and was followed by intermittent metror- 
rhagia. After taking the medication for two months 
and obtaining no relief, the patient saw a second 
physician who examined her and recommended 
hospitalization. The diagnosis was squamous cell 
carcinoma of the cervix, Stage III. 

Such histories as these are highlighted 
examples of the glaring omission of pelvic 
examination and of the too facile prescrip- 
tion of estrogen. It would seem unnecessary 
to comment upon the emphatic necessity of 
pelvic examination prior to the prescription 
of estrogen. Frequently, mere pelvic ex- 
amination is not sufficient. Some postmeno- 
pausal women, given estrogen after not 
having menstruated for several years, begin 
to bleed again. Since it is impossible in such 
cases to tell whether the bleeding is due to 
the administered estrogen or to cancer, the 
physician must adopt one of two courses. 
He may either wait, observing the effect of 
the complete withdrawal of estrogen, or 
preferably, perform an immediate diagnos- 
tic curettement. If he elects the former, it 
is incumbent upon him to be certain that 
the patient is followed in order to lose as 
little time as possible should the bleeding 
not cease promptly. Once a menopausal 
woman has manifested uterine bleeding fol- 
lowing the use of estrogen, it is best that 
such therapy be avoided entirely. If the per- 
sistence of severe menopausal symptoms 
demands treatment, one may resort to the 
use of androgen in a dosage calculated to be 
less than 300 mg. monthly—a dose which 
ordinarily does not induce masculinization. 


Prophylactic use of estrogen, advocated 
by some for the prevention of symptoms 
which may follow surgical castration, is 
condemned. Such usage of estrogen appears 
to be highly illogical and unnecessary. As 
stated previously, many women who suffer 
a loss of ovarian function do not develop 
symptoms and require no therapy. In the 
others who do, estrogen therapy should be 
based on the severity of the symptoms. 


ESTROGEN ABUSAGE 


In addition to certain thoughtless abuses 
in the manner of administering estrogen, 
certain contraindications to its use are often 
overlooked. The authors avoid the use of 
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estrogen therapy under the following cir- 
cumstances: 

1. During the Premenopause: The target 
for menopausal therapy should be the’ va- 
somotor, nervous, and arthritic symptoms in 
a woman who is no longer menstruating. 
Estrogens are ill-advised in the woman ap- 
proaching the menopause who has vasomo- 
tor syptoms but who also exhibits irregular 
menstruation. If given at this time, estro- 
gens may easily evoke more irregular bleed- 
ing, and may possibly prolong the adjust- 
ment of the body to the changing endocrine 
status. Particularly to be avoided in such 
women is the treatment of the indefinite 
“middle-age complaints,” manifestations 
which are only rarely of menopausal origin. 


2. Residual Endometriosis: In women 
who develop castration symptoms following 
the removal of both ovaries because of 
endometriosis, estrogen is contraindicated. 
It may be assumed that any patient who had 
endometriosis which was so advanced and 
disseminated as to require radical treatment 
(bilateral oophorectomy) still harbors foci 
of ectopic endometrium in the remaining 
pelvic tissues. It is logical to expect that 
the administration of estrogen to such a 
woman would stimulate endometrial lesions 
wherever they may be. If, for example, the 
residual endometrium lies in the intestinal 
wall, such functional reactivation might re- 
sult in serious hemorrhage. It is best, we 
believe, to avoid the use of estrogen in any 
woman giving a history of endometriosis. 
If the castration syndrome cannot be con- 
trolled with sympathetic reassurance and 
mild sedatives, androgen therapy may be 
employed. 

3. Carcinoma Background: The tendency 
to ascribe to estogen the ability of evoking 
carcinoma in the breast and uterus is based 
on animal experimentation in which either 
cancer-susceptible strains or huge dosages 
of estrogen were employed. It is impossible 
to administer doses of estrogen in a human 
comparable to those given in the animal 
experiments. However, there does appear to 
be such a thing as “‘cancer families.” While 
it is generally agreed that estrogen per se 
is not carcinogenic, it cannot be denied that 


it is a stimulant to growth of tissues which 
are frequent ‘sites of carcinoma in the 
female. Moreover, there is no doubt that 
estrogen will accelerate the rate of growth 
of an existing carcinoma of either the 
uterus or breast, as well as any metastasis 
derived therefrom. If there is a clear-cut 
history of multiple instances of either mam- 
mary or uterine cancer in a patient’s family 
background, it would appear safer not to 
administer estrogen to that patient. It goes 
without saying that if the patient herself 
is a salvaged survival from either type of 
malignant neoplasm she should not be given 
estrogen. , 

4. Palpable Benign Tumors: Estrogen is 
the chief stimulant to the growth of the 
mammary ducts, and because of this physi- 
ologic fact, estrogen should not—for any 
reason— be administered to a patient who 
exhibits, or who has recently had excised, 
a fibro-adenoma of the breast. 

For similar reasons, the presence of 
uterine fibromyomas serves as a contra- 
indication to the use of estrogen. Although 
the quantity of estrogen required to induce 
growth of an existing fibroid is not known, 
it is entirely conceivable that even minimal 
quantities could exert an adverse effect. 

SUMMARY 

1. The therapeutic principles to be ob- 
served in the clinical application of the ova- 
rian hormones, estrogen and progestin, have 
been reviewed. 

2. The currently accepted usages of estro- 
gen in the treatment of atrophic vaginitis, 
amenorrhea, puerperal breast engorgement, 
and the menopausal syndrome have been 
discussed. Except in certain instances of 
amenorrhea, there seems to be no need for 
the parenteral administration of estrogen. 

3. It has been emphasized that estrogen 
should never be administered without a 
specific limitation of time. This concept is 
proved to be especially true in the meno- 
pausal patient in whom it is apt to evoke 
disturbing uterine bleeding, for which 
curettage is diagnostically imperative. Such 
bleeding is shown to be less frequent when 
estrogen is withdrawn gradually. 

4. The importance of a careful gyneco- 
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logic examination, prior to the prescrip- 
tion of estrogen, has been illustrated by the 
citing of two neglected instances of uterine 
carcinoma. 

5. The contraindications to estrogen 
therapy have been detailed, including its 
regrettable use as a “female tonic.” The 
reasons for not employing estrogen in 
women giving a history of endometriosis, or 
having a family background of multiple in- 
stances of carcinoma of the breast or uterus, 
or presenting tumors of either the breast 
or uterus have been reaffirmed. 


4). 
VU 





THE CRUSH SYNDROME IN 
OBSTETRICS 


MAX SUTER, M.D.+ 
AND 
FRED BRUMFIELD, M.D.7+ 
NEW ORLEANS 


In a discussion of the crush syndrome, 
much attention was focused on this during 
the bombing of London during the war. At 
this time there were numerous cases with 
massive tissue destruction that developed 
an anuria or oliguria and died from renal 
failure a few days later. The kidneys of 
this group of people presented a more or 
less constant pathologic picture which com- 
pared favorably with the previously re- 
ported crush syndrome kidneys. 

In its relation to obstetrics it has been 
shown that massive damage affecting the 
placenta, uterine muscle, or other pelvic tis- 
sues may be followed by renal insufficiency 
and azotemia. Concerning its etiology it 
may be said that it occurs frequently with 
abruptio placenta and those abruptios with 
concealed hemorrhage. Previous pregnan- 
cies seem to be a slight predisposing factor, 
as well as is pre-eclampsia. It has been re- 
ported in cases of abortions, and among this 
group markedly more frequent in the sep- 
tic abortions. Other traumatic procedures 
in obstetrics, as extensive laceration of cer- 
vix and vagina with hematoma formation, 
rupture of uterus with massive infiltration 
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of blood into broad ligament and pelvic tis- 
sues have been reported to be associated 
with such syndrome cases. One case of a 
twisted ovarian cyst with hemorrhagic in- 
filtration into the cyst had had operation 
delayed for a few days, and presented a 
similar clinical picture. It is interesting to 
note that all cases that have been associated 
with pregnancy have occurred at a time 
after the placenta has developed. 

The clinical sequence of this condition is 
as follows: First, there is initial tissue 
damage. Second, in severe cases there is 
“shock”, which may be immediately fatal. 
In milder cases there may be an absence 
of shock. Third, in patients who survive 
shock, there is anuria or oliguria with a 
urine containing hyaline and granular casts, 
leukocytes and red blood cells. Fourth, there 
is a rising blood urea nitrogen which 
reaches its maximum usually between the 
fifth and the ninth day and which is fol- 
lowed by death or by an increasing diuresis 
and eventual recovery which may apparent- 
ly be complete. The patient succumbs about 
the seventh or the tenth day, or gets well. 
A great number of the cases are associated 
with anemia, probably of a toxic origin 
(uremia?) and have a rise in blood pressure 
during the latter part of the course. 

PATHOLOGIC PICTURE 

In fatal cases the kidneys show three 
striking pathologic changes. In the first 
place, the kidneys are enlarged. The cut 
surface is wet, edematous looking, and drips 
clear fluid. Secondly, the distal part of the 
second convoluted tubule and collecting 
tubules contain dark-colored casts, the pig- 
ment of which has been identified as a haem 
derivative. Thirdly, there are profund histo- 
logic changes in the second convoluted 
tubule and the ascending loop of Henle. 
Much of the epithelium lining this part of 
a considerable number of nephrons shows 
clear evidence of necrosis. This change is 
particularly intense in microscopic foci 
usually situated in the boundary zone. In 
these foci the tubular wall is weakened to 
such a degree that it must be abnormally 
permeable to the outward passage of fluid, 
and at these points there is evidence of 
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tubular collapse with early fibroblastic and 
histiocytic proliferation in the interstitial 
tissue. The glomeruli are not involved per 
se. 
TREATMENT 

1. Since these patients either die or begin 
to put out urine within ten days and get 
well, the treatment is usually conservative. 


2. Ample fluid intake in the form of 
saline and hypertonic glucose to stimulate 
kidney function. 


a. Alkaline fluids by mouth, prophy- 
lactically for recipients of blood 
transfusions. 

. Sodium molar lactate to combat 
acidosis and to prevent precipita- 
tation of hemoglobin in tubules by 
acid urine. 

. Restoration of blood volume and 
plasma proteins as is deemed neces- 
sary by red blood cell counts and 
serum protein studies. 

. Adrenal cortical extract and hyper- 
tonic saline has been administered 
in these cases to cause sodium re- 
tention and potassium diuresis, to 
protect the patients from the con- 
vulsive action of the increase of 
potassium salts in the blood. 

3. High doses of ascorbic acid have 
been given as a diuretic, and vitamin B, to 
prevent or to improve severe vomiting. 

4. Decapsulation of kidneys in renal ne- 
crosis is a fallacy as there is little evidence 
in the literature to indicate that this opera- 
tion is of great benefit. This procedure 
usually tips the scales toward a more rapid 
fatal course. 


5. The use of a bilateral splanchnic nerve 
block has proved satisfactory in some cases. 
The mechanism of this is not exactly under- 
stood but is thought to have something to 
do with the release of the vascular spasm 
that occurs particularly in renal necrosis. 
The block should be used early and repeated. 

CASE REPORT 

C. F. was a 27 year old white female, gravida 
IV, para II, with last menstrual period February 
20, 1946 and expected date of confinement Novem- 
ber 27, 1946. During her first pregnancy, the 
patient had an attack of pyelitis and a marginal 
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placenta praevia which bled at seven months of 
pregnancy in 1940. A viable baby was obtained, 
but died thirteen days later (not jaundiced). Pa- 
tient bled into shock during this delivery, and one 
500 c.c. transfusion was given without reaction. 
Postpartal course was mildly septic (nine-day 
hospital stay). Second and third pregnancies were 
uneventful with the delivery of a 10 pound male 
in 1941 and an 8 pound female in 1943. Neither of 
these babies showed any jaundice and both have 
been healthy from birth. 


Prenatal course with present pregnancy was 
complicated by numerous complaints of discomfort 
confined to lower abdomen, and she had bled about 
two pads of bright red blood one month before 
present admission. She had not felt the fetus move 
during pregnancy. In August, at the fifth month 
of pregnancy, the patient weighed 143 pounds. On 
next visit, one month later, weight was 138 pounds. 
No fetal heart tones were heard. A diagnosis of 
missed abortion had been made at this time. Blood 
pressure ranged from 102/70 to 130/80 during 
prenatal course. 


Patient was admitted September 29, 1946 be- 
cause of brownish vaginal discharge and lower 
abdominal cramps. After sterile vaginal was done, 
during which it was impossible to get through 
cervical os and no cause for discharge was found, 
she was sent home. Urinalysis at this time was 
negative. Fetal heart tones were not heard. Blood 
pressure was 120/82. 


October 8, 1946: At 10 a. m., the last admission, 
patient came into the hospital because she had 
been passing grossly bloody urine for previous 
two days. A catheterized urine specimen taken in 
Admitting Room revealed gross hematuria. Patient 
was admitted to Urological Service. About 4:30 
p. m. patient began to have labor pains associated 
with slight vaginal bleeding of bright red blood. 
Bleeding and pains became more severe, and she 
was transferred to obstetric ward where she was 
put up for delivery after a type matching and 
infusion were started. Placental tissue and mem- 
branes were protruding through cervical os, and a 
five-month macerated fetus was delivered; placenta 
appeared normal, 


Impression was a premature separation of a 
low implanted placenta, five months missed abor- 
tion. Total loss of blood was 900 to 1000 c. c. Blood 
pressure at completion of delivery was 92/60. Five 
hundred c.c. of plasma was given followed by 150 
c.c. of blood which caused a mild chill, and the 
blood was discontinued. After she had received the 
plasma, blood préssure was 148/90, pulse 70, 
respiration 18. Patient continued to ooze blood from 
vagina over the period of the next three hours, 
and the blood pressure gradually dropped to 90/50. 
She was retyped and matched. Five hundred c.c. of 
plasma was given, and after an inspection of the 
lower uterine segment and the cervix, the uterus 
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was packed; 500 c.c. of blood was given now with- 
out a reaction, and as blood pressure was still 
around 100-108/60-70, another 500 c‘%c. of blood 
was given very slowly. At this time a slight icteric 
tinge to sclera was noted. Urine during the night 
was grossly bloody and the output was approxi- 
mately 30 c.c. 


October 9, 1946: One day after admission 
patient had hemorrhagic areas around gums. Hemo- 
globin now was 9 grams (63 per cent), red blood 
cells 4.2 million, white blood cells 25,950, differen- 
tial count: Polymorphonuclear leukocytes 87 per 
cent, basophiles 4 per cent, monocytes 5 per cent, 
lymphocytes 4 per cent, prothrombin 40 per cent 
of normal; coagulating time 4 minutes 10 seconds, 
bleeding time 1%’ minutes, temperature 101°, 
pulse 100. Rh typing was done and patient was 
found to be Rh negative. Husband was called in 
and was found to be Rh positive. On urologic con- 
sultation cystoscopy was done. No urine was found 
in either renal pelvis. Five c.c. of indigo carmine 
did not appear from either kidney in 22 minutes. 
Urinary output was to be stimulated with hyper- 
tonic glucose; sodium molar lactate was given; 
diathermy over kidneys and warm uretal irriga- 
tions were done. On medical consultation, nothing 
significant was added, and intravenous fluids with 
alkalinization were advised. Penicillin was also 
given along with large doses of vitamin C intra- 
venously. Since admission, including blood and 
plasma given, a total of 6400 c.c. of fluids were 
administered, and an output of 250 c.c., grossly 
bloody, was evidenced. 

October 10, 1946: On second day of admission 
patient was drowsy and semi-stuporous and was 
awakened only because she wanted to scratch her- 
self. Blood work now was CO, 50 volumes per cent, 
urea nitrogen 53.4, creatinine 4.66, serum proteins 
3.2, icterus index 12.5. Urine was grossly bloody 
with an occasional red blood cell cast. Hematologic 
survey was hemoglobin 7.2 grams, red blood cells 
2.7 million, white blood cells 22,450, platelets 
200,000 (direct), hematocrit 24 volumes per cent, 
hemoglobin 86 per cent; differential count: poly- 
morphonuclear leukocytes 90 per cent, eosinophiles 
1 per cent, lymphocytes 9 per cent, reticulocytes 
6 per cent, blood type O; clotting time 5 minutes, 
sedimentation rate 6 minutes per hour corrected, 
bleeding time 6 minutes, prothrombin time normal. 

Comment: peripheral blood picture shows a mod- 
erately severe anemia, normochromic and normocy- 
tic, marked leukocytosis with shift to left. Bleeding 
time is just over upper limits of normal, and red 
cells show a decreased fragility. The significance 
of this is not readily apparent. 


Patient received 500 c.c. of Rh negative blood 
slowly without reaction. Urinary output averaged 
5 e.c. per hour. Total output today was 120 c.c., 


intake was 4839 c.c. consisting of hypertonic glu-.« 


cose, saline, and molar lactate. Blood pressure 
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ranged from 120-130/60-80. Uterine pack was re- 
moved, and there was no further bleeding. 

October 11, 1946: On third day patient was semi- 
stuporous and had vomited several times; she con- 
tinued scratching, and had begun to get moderately 
edematous. Urea nitrogen was 34.8, CO, 33 vol- 
umes per cent, serum proteins 3.2. Urine was still 
grossly bloody. Thirty five hundred c.c. of intra- 
venous fluids were given plus 525 c.c. of plasma 
when a chill developed, and the plasma was dis- 
continued. Total output for 24 hours was 268 c.c. 
Rh studies were done by Dr. Davenport from 
Baptist Hospital. Blood was Rh negative, Type O, 
with no evidence of irregular antibodies present. 
No serologic evidence of Rh involvement was pres- 
ent, but only Rh negative blood as transfusion and 
sodium moiar lactate were advised. Fundoscopic 
examination was negative. 

October 12, 1946: On fourth day patient appeared 
slightly improved. Urinary output picked up to 
10-15 c.c. per hour and late in day to 30 c.c. per 
hour. Total output for 24 hours was 455 c.c.; intake 
was 1525 c.c. orally and 2500 c.c. intravenous fluids. 

October 13, 1946: On fifth day patient was 
drowsy but oriented. Edema increased involving 
face, arms, legs, and trunk. Lungs showed musical 
rales and few wet rales, after plasma was given. 
On medical consultation it was thought that an 
asthmatic allergic reaction to the plasma had 
occurred. Condition improved after aminophylline 
was given intravenously. Oral and intravenous in- 
take was 5280 c.c.; output was 272 ¢c.c. Urine was 
less bloody than previously. 

October 14, 1946: On sixth day patient continued 
to be semi-comatose. Blood chemistry was CO, 
48 volumes per cent, urea nitrogen 53.4, creatinine 
8.3, red blood cells 3 million. Urine was less bloody 
and there were no casts. Intake was 3470 c.c.; out- 
put was 415 c.c. Intravenous fluids contained 
parenamine, 

October 15, 1946: On seventh day patient started 
on high protein tube feedings. Urea nitrogen was 
66.8, creatinine 9.7, serum proteins 3.2. Patient 
received 220 c.c. of fresh Rh negative blood, but 
she had a chill following this, and temperature 
rose to 102°. Intake was 3770 c.c. (2500 c.c. intra- 
venously); output was 775 c.c. There were moist 
rales in both lung bases. Temperature was 100°, 
and a marked generalized edema was still present. 

October 16, 1946: On eighth day there was a 
marked improvement in the urinary output. Intake 
was 2410 c.c.; output was 3310 c.c. Urine showed 
red blood cells 50-60 per high power field, 2-3 
white blood cells per high power field, and no casts 
were present. General condition was the same. 

October 17, 1946: On the ninth day urinary out- 
put was 5300 c.c.; intake was 2190 c.c. Patient 
began to improve generally. Urea nitrogen was 
49.5, creatinine 9.5, serum proteins 4.45, hemo- 
globin 9 grams. Patient continued to improve after 
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this, and urea nitrogen and creatinine gradually 
came down to 23 urea nitrogen on October 24, 
1946. Patient made an uneventful recovery after 
this, and on October 31, 1946 had a Madelener 
sterilization done. Blood pressure stabilized around 
150/90. Rh studies on two living children showed 
both to be Rh positive. 


November 6, 1946: Intravenous pyelography did 
not show any abnormalties. 


December 5, 1946: Postpartal visit showed blood 
pressure 116/73. Patient is asymptomatic. Urea 
nitrogen is 15.1 and urine specimen is negative. 
Patient is now in process of being further investi- 
gated by Urology Department. 


DISCUSSION 


The patient whose case report is present- 
ed was a multipara who had a five months 
missed abortion diagnosed one month before 
admission, and a normal prenatal course. 
History of onset was gross hematuria two 
days before admission and labor, and 
definitely gross hematuria by catheterized 
specimen in Admitting Room six hours be- 
fore labor began. The onset of oliguria at 
this time was not definitely known, but it 
was felt that there was a diminished urinary 
output indicated from the patient’s history. 
This would indicate primary kidney dam- 
age, but in the light of subsequent normal 
intravenous pyelograms, normal two-month 
postpartal urea nitrogen and urine, the like- 
lihood of primary kidney damage is small 
and the possibility of a toxic onset of the 
syndrome at this time is possible. The fact 
that the patient did have a low lying pla- 
centa praevia with partial separation would 
lend credit to the presence of sufficient 
amount of tissue damage with resultant 
renal failure. Patient experienced slight 
restlessness and a chill during a blood trans- 
fusion after 150 c.c. had been given slowly 
over a period of one hour. However patient 
had no costovertebral angle tenderness, 
pain, nor dyspnea. This was not a typical 
transfusion reaction. Patient also reacted 
to subsequent units of plasma, which re- 
actions were attributed to her allergic 
nature and associated with musical rales 
and wheezes in chest. In hemolytic reactions 
we do not get an early gross hematuria as 
in this case. If a hematuria occurs, which is 
infrequent, it is usually microscopic. The 
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fact that she was icteric early after the 
blood, ang an icterus of 12.6, indicates 
hemolysis, but again this could be explained 
on a toxic basis. The possibility of an Rh 
incompatibility was considered. The patient 
is an Rh negative individual with an Rh 
positive husband and two Rh positive chil- 
dren. She had a transfusion (Rh type un- 
known with first pregnancy). However on 
blood examination there were no irregular 
blood agglutinins present, and in the opinion 
of the pathologist no Rh incompatibility 
was at fault. 


The subsequent course characterized by 
the gross hematuria, oliguria, gradual rise 
of urea nitrogen, persistent hypertension 
during the course, and anemia with sudden 
profuse diuresis on eighth day and eventual 
recovery certainly follows the clinical se- 
quence of crush syndrome. 

CONCLUSION 

Since no pathologic sections were ob- 
tained, this patient can be classified only as 
a renal failure with recovery following a 
five months missed abortion, which clinical- 
ly fits the picture of a crush syndrome. 
This case is presented to stress the possibil- 
ity of a crush syndrome occurring as a com- 
plication of obstetric tissue damage. 
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THE REVERSE-TRENDELENBERG 
POSITION AND EARLY MOBILIZATION 
AFTER OPERATION* 


EDWIN MENDELSSOHN, MM. D. 
PHILADELPHIA, PA. 


The position of the patient in bed follow- 
ing surgery is important because it may 


*Material for this paper gathered from the 
, wards of Charity Hospital of Louisiana at: New 
Orleans. 
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prevent or predispose to postoperatve com- 
plications. It is the purpose of this paper to 
present a postoperative position in bed 
which may help to prevent complications, 
especially pulmonary and vascular, may 
serve to promote a favorable mental state, 
and maintain morale. The position herein 
1 discussed may also be of great value for 
the bed-fast patient, preceding ambulation, 
and for the geriatric. This is especially true 
in the aged, who usually remain in one posi- 
i tion in bed until told to turn or until they 


9 are turned manually. 


In general, there is an unanimity of opin- 
ion as to the merits of the Trendelenberg 
position immediately after operation. There 
has been considerable variance of medical 
opinion, however, as to the best position 
after the patient has reacted from the im- 
mediate effects of an operation. The term 
‘postoperative’, as used here, refers to the 
patient’s condition after he has reacted 
from the effects of surgery and anesthesia, 
and after the cough reflex has returned. 


The three positions favored are: Fowler, 
semi-Fowler and horizontal in bed. All of 
these attitudes tend to “freeze” the patient 
in one position. To overcome this disadvan- 
tage, a position called ‘“reverse-Trendelen- 
berg” is recommended. 


Trial and error have shown that the best 
angulation may be obtained by elevating 
the entire head of the bed eighteen inches. 
The bed is not broken at the knees in order 
to prevent kinking of the popliteal and fe- 
moral vessels, since kinking may lead to 
stasis and pooling of blood in the thigh 
which, in turn, may be a causative factor 
in thrombus formation. A padded board, 
fastened at right angles to the mattress at 
the foot of the bed, gives the patient some- 
thing solid and firm to push against and 
prevents the feet from sliding through the 
bars. 


The degree of incline, of course, should 
4 suit the individual case. For example, for 
7 the aged and weak, only a slight incline 
may be advisable so as not to tire the pa- 
tient. Occasionally, if the patient complains 
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that he cannot sleep in the elevated posi- 
tion, the angle of inclination will have to 
be decreased during sleeping hours. Most 
patients, however, have no difficulty sleep- 
ing in the elevated position. In fact, most 
cardiopathies have found that they sleep 
better in the reverse-Trendelenberg posi- 
tion. Cases of shock, hemorrhage, or hypo- 
tension should be regarded as _ specific, 
though infrequent exceptions to the recom- 
mended use of the reverse-Trendelenberg 
position, and should be treated as such. The 
position should not be prescribed routinely 
or dogmatically, since the undue muscular 
exertion resulting from excessive elevation 
may, at times, be harmful rather than bene- 
ficial. For every patient there is an incline 
conducive to optimal convalescence and min- 
imal complications, and, judiciously used, 
the reverse-Trendelenberg position offers 
several advantages. 


The benefits of the position presented are 
derived from the fact that the patient must 
exert himself and move about. At various 
times during the day the patient will slide 
down gradually in bed against the foot 
board. In attempting to push himself back, 
he invariably takes deep breaths and uses 
all the muscles of the upper and lower ex- 
tremities, as well as most of the back mus- 
cles. 


Many factors, surgical and non-surgical, 
influence the movement of a patient in bed. 
The surgical factors such as anesthesia, op- 
erative technic, parenteral fluids and in- 
testinal suction, are not within the patient’s 
control. The non-surgical factors, psycho- 
genic and physical, are closely interrelated 
and interdependent, can be partially con- 
trolled, and will therefore be considered. 


Psychogenic factors deal with the per- 
sonality of the patient and his reaction to 
surgical procedure, both before and after 
operation, and many exert either a favor- 
able or deleterious influence on the patient 
during convalescence. The surgeon may be 
able to modify these factors which are 
usually due to ignorance, fear, or the mis- 
taken apprehension that the wound -will be 
disrupted by motion in bed. 





610 


The value of immobilization as a thera- 
peutic measure is deeply ingrained in the 
lay mind and all too often in the minds of 
the medical profession. It has been extolled 
and emphasized for so long that it is al- 
most considered heresy to advise patients 
to move about in bed. The usual patient, 
although cautioned and instructed to 
breathe deeply and move frequently, fails 
to do so either because of personal inertia 
or the initial pain caused by the increase 
in abdominal tension and movement of the 
abdominal muscles. Even if the patient has 
good intentions of moving about in bed and 
breathing deeply, he soon forgets the in- 
structions or finds it difficult to move in 
the Fowler or  semi-Fowler positions. 
Moreover, in each of these two positions it 
is almost impossible for the patient to turn 
on his side and maintain the position with 
comfort. The reverse-Trendelenberg posi- 
tion was first used to overcome this reluct- 
ance on the part of some patients, and for- 
getfulness on the part of others, to move 
about frequently and breathe deeply. The 
results were so satisfactory that it was 
soon used on most patients. 


Those who fear that muscular exertion 
of the lower extremities upon the foot 
board might cause a ventral hernia, need 
only recall that accuracy of suturing in 
layers and the absence of infection are of 
primary importance. All other factors are 
of secondary and minor importance. A 
sneeze or a cough may produce greater ten- 
sion upon an abdomnial wound than any 
movement in bed. The firmness of the su- 
ture line is in no way influenced by the de- 
gree of movement in bed. 


Early mobilization, as herein discussed, 
offers the advantage of lessened postopera- 
tive cardiovascular and pulmonary compli- 
cations. Normally, the negative pressure 
within the thorax favors the return of ven- 
ous blood to the cardiac chambers. Be- 
cause of the diminished respiratory ac- 
tivity which follows operation, there is an 
interference with the normal venous re- 
turn. Postoperatively, the diaphragmatic 
excursions are lessened, resulting in con- 
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comitant diminution in the negative intra- 
pleural pressure, venous stasis, circulatory 
retardation and diminished respiratory ex- 
change. In addition, in case of a prolonged 
operation or extensive trauma, cardiac ac- 
tion is diminished and blood velocity and 
pressure are lessened or lowered. Cardio- 
vascular activity may further be dimin- 
ished if the patient is permitted to be 
quiescent during and following an opera- 
tive procedure. As a result of lying quietly 
in bed, the muscles of the extremities are 
relaxed and the return of venous blood to 
the heart is therefore less rapid than nor- 
mally. Circulatory activity is further de- 
creased by peripheral vasoconstriction in 
the capillary bed. Venous stasis occurs and, 
in turn predisposes to thrombus formation. 


The diminished respiratory exchange re- 
sulting from the lessened diaphragmatic 
excursions causes a lowered carbon-dioxide 
and oxygen exchange. Prevention of this 
lowered respiratory exchange is important 
and patients should be made to breathe 
deeply frequently. By having the patient 
lie in the reverse-Trendelenberg position, 
the viscera fall away from the diaphragm. 
This facilitates better breathing, permits 
greater excursions of the diaphragm and 
aeration of the lungs. The tendency to 
atelectasis is lessened and a greater ex- 
change of carbon-dioxide and oxygen oc- 
curs. 


SUMMARY 


The advantage of the reverse-Trendelen- 
berg position following operation has been 
presented. The direct benefits are those of 
early postoperative mobilization and am- 
bulation ; indirect benefits are a lowered in- 
cidence of pulmonary and cardiovascular 
complications and an earlier return of the 
normal functions of the gastrointestinal 
and the genito-urinary tracts. Early mo- 
bility in bed greatly improves the patient’s 
morale, eliminates many unfounded fears 
and increases his appetite. Morbidity is re- 
duced and convalescence accelerated. 


The author wishes to acknowledge his indebtedness to 
Dr. Frederick F. Boyce for his constant encouragement. 
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HOMOLOGOUS SERUM HEPATITIS: 
CLINICAL IMPLICATIONS* 


LEON SCHIFF, M. D.+ 
CINCINNATI, OHIO 


It is being recognized with increasing 
frequency that hepatitis closely resembling 
infectious hepatitis may follow. the injection 
of various convalescent human serums or 
vaccines containing human serum, the 
transfusion of whole blood or plasma, and 
the use of inadequately sterilized syringes 
either for venepuncture of parenteral ther- 
apy. This form of hepatitis designated as 
homologous serum jaundice? (or homolo- 
gous serum hepatitis) has been shown to 
be caused by a virus contained in the blood 
or blood products administered, or in 
syringes contaminated with infective blood. 
Numerous publications pertaining to this 
disorder have appeared recently and deal 
with clinical studies or experimental obser- 
vations in human volunteers. '* Homolo- 
gous serum jaundice is much more apt to 
follow injection of plasma than whole 


*Presented before a meeting of the New Orleans 
Graduate Assembly, New Orleans, Louisiana, Feb- 
ruary 25, 1947. 

+From the Department of Internal Medicine, 
College of Medicine, University of Cincinnati and 
the Gastric Laboratory of the Cincinnati General 
Hospital. 


blood,?* since plasma, being prepared from 
large pools, is more apt to contain the icter- 
ogenic agent and in addition is given to 
many recipients. 

The various reports dealing with homolo- 
gous serum jaundice have served to focus 
attention on its prevention through care in 
selecting donors, the identification and elim- 
ination of blood products shown to be ictero- 
genic, adequate sterilization of syringes, 
the use of human serum which is not pooled 
for prophylactic purposes, and the use of 
only small pools for transfusion purposes. 

Homologous serum hepatitis is charac- 
terized by an incubation period of 45 to 
150 days or more in contrast with infectious 
hepatitis in which the incubation period is 
25 days (maximum 37 days) .** (The differ- 
ences between these two forms of hepatitis 
are chiefly epidemiological and are listed 
in table 1). The clinical features of these 
two diseases are very similar and the histo- 
logic changes in the liver identical.* There 
is frequently a preicteric phase of a few 
days’ duration or longer characterized by 
anorexia, nausea, vomiting, diarrhea, gen- 
eral malaise, weakness, headache, chilly sen- 
sations or fever. It is essential that the clin- 
ician make special inquiry regarding the 
presence of this phase, as the patient is so 
impressed with the appearance of jaundice 
that he is apt to overlook the symptoms 


TABLE 1 


DIFFERENCES BETWEEN INFECTIOUS HEPATITIS 
AND HOMOLOGOUS SERUM JAUNDICE 


HOMOLOGOUS SERUM 





Incubation period 


Oral inoculation 
(human volunteers) 
Virus detectable *- 
blood 


Spread by contact 
Degree of (oral) 
temperature elevation 
in pre-icteric phase 
(human volunteers) 
Prophylactic value of 
immune globulin 
(single dose: 10 c.c.) 


INFECTIOUS HEPATITIS 


25 days 
(maximum 37 days) 
Effective 


Only during active 
stages of the disease 
(not during incubation 
or convalescent periods) 
Frequent 

Usually above 100° F. 


Effective if given prior 
to six days before onset 
of hepatitis 


HEPATITIS 
45-150 days (or longer) 
Ineffective 
Demonstrable for weeks 


during incubation period 


Does not occur 
Usually below 100° F. 


Does not reduce incidence 
of hepatitis; retards onset 


of acute phase 
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which preceded the icterus. Abdominal pain 
is usually improminent, though occasional 
exceptions may occur. Pruritus is infre- 
quent. The passage of dark urine and light 
stools precede the appearance of jaundice. 
Hepatomegaly is generally present with or 
without associated tenderness. The in- 
cidence of splenomegaly is said to be con- 
siderably less than noted in infectious hepa- 
titis,’ in which the frequency is given as 
10.5 per cent® and 13.5 per cent.? Skin erup- 
tions, particularly urticaria and various 
forms of erythema, are reported to be more 
common in homologous serum hepatitis than 
in infectious hepatitis.*: ° 

The white cell count is usually normal, 
and anemia does not generally develop as a 
result of the disease. As in hepatitis in gen- 
eral, the jaundice is mild, moderate, or 
severe, lasts from three and a half to 12 
weeks with an average of four and a half 
weeks,’ and biliary obstruction is incom- 
plete. Bile is present in the urine, and there 
is frequently excess of urobilinogenuria. 
Among the other laboratory findings, which 
are also characteristic of infectious hepa- 
titis, are the high incidence of a positive 
cephalin cholesterol flocculation test and an 
increased thymol turbidity. 

The chief purpose of this report is to 
emphasize the importance of homologous 
serum jaundice in the differential diagno- 
sis of jaundice, with particular respect to: 
(1) metastatic neoplasm of the liver in 
patients who have had a recent resection 
of a malignant tumor; (2) stricture of the 
common duct (or sometimes stone) in pa- 
tients who have had a recent operation on 
the biliary tract, usually a cholecystectomy, 
and (3) neoplasm as a cause of painless 
jaundice in middle-aged or older people. 

Mention has previously been made of two 
patients, one of whom had pneumonectomy 
for carcinoma of the lung and the other a 
resection of a carcinoma of the sigmoid 
colon.! The development of icterus a little 
over two months and four months respec- 
tively following operation suggested the 
possibility of metastatic neoplasm of the 
liver with its unfavorable prognosis. The 
icterus was moderately severe, and a 


smooth, tender liver was felt to extend two 
or three finger breadths below the right 
costal margin. Laboratory tests showed in- 
complete biliary obstruction with a positive 
cephalin flocculation test and increased 
galactose output. In both instances the 
icterus disappeared and recovery was com- 
plete. The following is a brief report of 
such a case: 
CASE No. 1 

E. H., a colored male, aged 63, was admitted to 
the Cincinnati General Hospital on February 14, 
1945 and underwent resection of a carcinoma of 
the transverse colon on March 8, 1945. Between 
March 8 and March 15, 1945 he received two units 
of whole blood and three units of plasma, and was 
discharged from the hospital on April 17, 1945. 

He was readmitted to the surgical service on 
September 29, 1945 with a diagnosis of probable 
metastatic carcinoma of the liver, because of 
jaundice which was first noticed on about August 
17. There was no history of a preicteric phase, 
but simultaneous with the onset of jaundice he 
had noticed indigestion, bloating, epigastric full- 
ness, with vomiting immediately after eating. Ab- 
dominal cramps were present, and there was a 
dull aching pain in the right upper quadrant and 
periumbilical region. Weakness was prominent, 
and there was considerable itching of the skin. 
Physical examination revealed deep jaundice. The 
liver edge was palpable one finger breadth below 
the right costal margin; it was moderately firm, 
smooth, and slightly tender. The spleen was not 
felt. The white cell count was 4600. The urine con- 
tained bilirubin, and Ehrlich’s test for urobilino- 
gen was positive in a dilution of 1:16. The stools 
were light and contained traces of urobilin. The 
icterus index was 140 and the cephalin floccula- 
tion 3+ in 24 hours. There was no direct evidence 
of recurrence of the tumor, and there was grad- 
ual recovery. The patient was discharged from the 
hospital. 

The recognition of homologous serum 
jaundice in patients who had a recent oper- 
ation on the biliary tract is particularly 
important, as failure to do so may lead to 
an unnecessary secondary operation for 
supposed common duct stricture or stone. 
I have seen this problem presented in three 
patients who in former years would un- 
doubtedly have been subjected to a second 
operation. The first of these has been de- 
scribed elsewhere! but is nevertheless in- 
cluded here: 

CASE No. 2 


J. R., aged 63, was first admitted to the Cin- 
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cinnati General Hospital on March 14, 1946, with 
a complaint of severe epigastric pain radiating to 
both upper quadrants, with nausea and vomiting. 
He had had recurrent bouts of epigastric pain 
since June, 1945. There was slight icterus; the 
maximum icterus index was 25. The clinical diag- 
nosis was cholecystitis with common duct stone. 
He was given 1 or 2 units of plasma on March 24, 
25, 26, 27, 29, and 30. On March 28 cholecystectomy 
and choledochostomy were performed, with re- 
moval of a common duct stone. The postoperative 
course was uneventful, and the patient was dis- 
charged from the hospital on April 22. 

He was readmitted on June 7. Ten days before 
he had had a shaking chill followed by headache, 
anorexia, epigastric discomfort, nausea, and fever. 
Five days later, the fever disappeared and the 
urine became dark. At that time his wife noted 
that he was jaundiced. Physical examination re- 
vealed marked icterus. The liver extended four 
finger breadths below the right costal margin; the 
surface was smooth and not tender. The spleen was 
not palpable. There were no vascular spiders. The 
white blood cell count was 8100, with 76 per cent 
polymorphonuclears, 19 per cent lymphocytes, and 
5 per cent monocytes. The urine contained bili- 
rubin and an excess of urobilinogen. The icterus 
index was 98; cephalin flocculation 4+ in 24 
hours; thymol turbidity 20 units; alkaline phos- 
phatase 7 Bodansky units. The stools at first 
were light yellow and then became brownish and 
contained urobilin. 

Diagnoses first considered were stric- 
ture of the common duct and residual stone 
in the common duct. However, in view of 
the administration of plasma a little over 
two months before the appearance of 
icterus, the presence of a rather character- 
istic preicteric phase, and the results of 
the laboratory tests, a diagnosis of homolo- 
gous serum jaundice was made. The pa- 
tient’s condition steadily improved. On 
June 28, the thymol turbidity was 4 units 
and the cephalin flocculation 14+ in 48 
hours. He was discharged from the hospital 
on July 11, 1946. Another case presenting 
this problem follows: 

CASE No. 3 

A. B., a white female, aged 31, was admitted to 
the Cincinnati General Hospital on September 9, 
1946 with a diagnosis of acute intestinal obstruc- 
tion. In June, 1946, a cholecystectomy was per- 
formed at another hospital; the gallbladder was 
small and contracted and contained numerous 
stones. On September 10, 1946, laparotomy was 
performed and an adhesion about the terminal 


ileum was released. She was given 1 unit of 
plasma on September 10, 1946 and 1 unit of whole 
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blood on September 11. She signed her release 
from the hospital on September 17, 1946. 

She was readmitted to the surgical service of the 
Cincinnati General Hospital on January 29, 1947, 
with a diagnosis of stricture of the common bile 
duct. Six weeks prior to admission she began to 
experience headache, malaise, anorexia, and weak- 
ness. Chilly sensations had been present, and she 
thought that she had fever. Three weeks before 
admission she became jaundiced, and she noticed 
that her urine was dark and her stools light. At 
the same time, she experienced a constant, boring 
pain in the lower abdomen and right upper quad- 
rant and vomited once. There was generalized 
itching. She stated that she was two months preg- 
nant. 

Physical examination revealed the presence of 
icterus. The liver extended four finger breadths 
below the right costal margin; the surface was 
smooth and not tender. The spleen was palpable 
two finger breadths below the left costal margin. 
There were no vascular spiders. The white blood 
cell count was 7900 with 78 per cent polymorpho- 
nuclears and 22 per cent lymphocytes. The urine 
contained bilirubin and an excess of urobilinogen. 
The icterus index was 80; cephalin flocculation 
3+ in 24 hours and 4+ in 48 hours; thymol tur- 
bidity 15 units. 

In view of the administration of plasma and 
blood three and a half months before the onset 
of jaundice, the occurrence of a rather charac- 
teristic preicteric phase, and the results of the 
laboratory tests, a diagnosis of homologous serum 
jaundice was made, and it was advised that sur- 
gery be deferred. The patient then signed her re- 
lease from the hospital. She was seen again on 
February 21, 1947. The jaundice had almost dis- 
appeared; the icterus index was 15. The liver had 
receded to two finger breadths below the right 
costal margin; the spleen was still palpable. The 
cephalin flocculation was negative in 24 hours, and 
the thymol turbidity 4 units. 


Another case is of interest in that it 
probably represents a combination of com- 
mon duct stone and serum hepatitis, which 
is also important to recognize in order prop- 
erly to defer operation until the acute hepa- 
titis has subsided: 

CASE No. 4 

E. G., a 59 year old white male, was admitted 
to the surgical service of the Cincinnati General 
Hospital on April 6, 1946, with the diagnosis of 
chronic cholecystitis with lithiasis and possible 
common duct stone. Because of the presence of pul- 
monary tuberculosis, cholecystostomy was done 
with drainage of the common duct. Beginning April 
11, 1946, he was given 1 to 2 units of plasma daily. 
On July 29, 1946, he noticed the appearance of 
jaundice four days after he began to pass dark, 
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brown urine. With the appearance of icterus there 
was anorexia and a sudden severe cramping pain 
in the center of the back and right upper quad- 
rant, lasting 10 hours, during which hé vomited 
once. 

Physical examination revealed the presence of 
jaundice and an external biliary fistula. The liver 
extended two finger breadths below the right costal 
margin, and its surface was tender. The spleen 
was not palpable. There were no vascular spiders. 
The white blood cell count was 8200. The urine 
contained bilirubin and urobilinogen, and urobilin 
was present in the stools. The icterus index was 
100; the cephalin flocculation 3+ in 24 hours; 
the thymol turbidity 12 units. The icterus grad- 
ually decreased, and the patient was discharged on 
August 30, 1946. When last heard from on Feb- 
ruary 22, 1947, there had been no return of the 
icterus or of the abdominal pain. 


It is quite possible that this patient had 
a common duct stone (or stricture) in addi- 
tion to homologous serum jaundice, in view 
of the presence of jaundice at the time of 
his first operation and the subsequent de- 
velopment of a biliary fistula, and in view 
of the sudden, severe abdominal pain which 
lasted 10 hours and radiated to his back. 


In favor of homologous serum jaundice are 
the appearance of his second bout of icterus 
three and a half months after the plasma 
transfusions, the presence of dark urine for 
four days before the sudden, severe abdom- 
inal pain, and the results of the laboratory 
tests. 


Flickinger and Masson” have recently 
pointed out that pain is absent in about 
two-thirds of patients with common duct 
stricture and that chills and fever occur in 
about 44 per cent. These clinical features 
may increase the difficulty in differenti- 
ating homologous serum jaundice from 
common duct stricture, although the fever 
is apt to be higher in the latter disorder. 
Neefe, Stokes, and Gellis'! noted that dur- 
ing the preicteric phase the temperature 
was usually below 100° F. in their experi- 
mental subjects with homologous serum 
hepatitis. On the other hand, the occurrence 
of jaundice within a few days after opera- 
tion, as reported in 41 per cent of Flickinger 
and Masson’s patients with common duct 
strictures, would naturally exclude homolo- 
gous serum jaundice. Similarly, the occur- 
rence of a biliary fistula following operation 
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which was noted in 58 per cent of their 
cases would argue strongly for the diagno- 
sis of stricture. 


It is well also to consider homologous 
serum jaundice in older patients who were 
previously admitted to the hospital for one 
cause or another, such as fractures for ex- 
ample, and who were given either plasma 
or blood at the time of their original admis- 
sion. Because of their age, neoplastic jaun- 
dice is apt to be suspected. While it is recog- 
nized that hepatitis may occur at any age, 
the history of previous transfusion with 
blood or plasma may prove very comforting 
to the physician in his diagnosis of serum 
jaundice in a middle-aged or older patient. 

CASE No. 5 


KF. S., a 62 year old white male, was admitted to 
the orthopedic service of the Cincinnati General 
Hospital on May 9, 1946. On June 29, 1946, an 
osteotomy was performed for non-union of an 
intertrochanteric fracture of the femur. He had 
received one unit of whole blood on June 20, 1946, 
1 unit of plasma and another unit of whole blood 
on June 29, 1946. Jaundice was first noticed on 
October 26, 1946, while he was in the hospital. 
The icterus was not preceded nor accompanied by 
any other symptoms except for diarrhea which 
developed later. The skin and sclerae were defi- 
nitely icteric. When the patient was first seen, 
the abdomen could not be examined because of the 
presence of a plaster cast, but two months later 
the liver edge extended three finger breadths be- 
low the right costal margin; it was smooth and 
not tender. The spleen was not palpable. The 
urine contained bile pigment and an excess of 
urobilinogen. There was an excess of urobilino- 
gen in the stools. The icterus index was 48; the 
cephalin flocculation 2+ in 24 hours and 3+ in 
48 hours; the thymol turbidity was 6 units; the 
alkaline serum phosphatase 3.4 Bodansky units. 
A transthoracic needle biopsy of the liver on 
November 20, 1946 was read by the pathologist as 
“infectious hepatitis—regenerative phase.” 

CASE No. 6 

W. S., a 48 year old white male, was admitted 
to the surgical service of the Cincinnati General 
Hospital on August 9, 1946 for fractures of the 
right sixth, seventh, eighth, ninth, tenth and 
eleventh ribs and right scapula. On August 9, 
1946, he was given 1 unit of whole blood. He was 
readmitted to the hospital on October 1, 1946. On 
September 23 he had noticed the appearance of 
jaundice. For four days preceding jaundice, he 
experienced anorexia, severe nausea especially 
after eating fatty foods, and constipation. With 
the onset of the icterus, he noticed that his urine 
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was dark and his stools light. There was no ab- 
dominal pain, fever, chill, pruritus, or vomiting. 


Physical examination revealed the presence of 
mild icterus. The liver edge extended two finger 
breadths below the right costal margin; the sur- 
face was smooth and not tender. The spleen was 
not palpable. The urine contained an excess of 
urobilinogen and urobilin was present in the 
stools. The one minute serum bilirubin was 2.2 
mg. per cent, the total bilirubin 4.8 mg. per cent. 
The icterus index was 32; the cephalin floccula- 
tion 3+ in 48 hours; the thymol turbidity 4 units. 
The white blood cell count was 9200 with 64 per 
cent polymorphonuclears, 30 per cent lymphocytes 
and 6 per cent monocytes. The icterus gradually 
disappeared, and the patient was discharged on 
October 10, 1946. 


A brief outline of the six cases herein 
reported is given in table 2. Since we have 
been on the alert for cases of homologous 
serum jaundice, my associates Drs. William 
Molle and Carl Kumpe and I have seen 11 
cases in a little more than a year. It is our 
belief that many cases are overlooked be- 
cause the condition is not usually considered 
in the differential diagnosis of jaundice, 
and it is quite probable that needless opera- 
tions have been performed on this account. 
It is essential that the physician keep hom- 
ologous serum jaundice in mind whenever 
he is asked to see a patient with icterus, 
regardless of the age of the patient, partic- 
ularly if there is a history of an illness or 
an operation two to five months before the 
development of jaundice, even if the opera- 
tion was performed on the biliary tract. 
His suspicions should be confirmed by re- 
course to the cephalin cholesterol floccula- 
tion and thymol turbidity tests. 


Since this paper was written, C. J. 
Watson!” stated in a visit to the Cincinnati 
General Hospital that he has seen homolo- 
gous serum jaundice develop in three pa- 
tients following operations on the biliary 
tract for chronic cholecystitis and choleli- 
thiasis with common duct stone. These 
patients were jaundiced at the time of their 
operation, and the common duct was opened 
in each instance. The clinician was naturally 
misled into a diagnosis of common duct 
stone or stricture when jaundice recurred 
following operation. Watson accordingly 
emphasized the importance of distinguish- 
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ing homologous serum jaundice from com- 
mon duct stone or stricture. 
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SWARTZWELDER—Echinococcus Infection 


ECHINOCOCCUS INFECTION 
(HYDATID DISEASE) 
IN LOUISIANA 


J. C. SWARTZWELDER, Ph. D. 
NEW ORLEANS 


According to a report by Magath! at least 
519 cases of hydatid disease were reported 
prior to 1940 in Canada and the United 
States since the first case seen in 1808. It 
was pointed out by Magath! that 95 per cent 
of the cases, in which the nationality was 
known, have occurred in immigrants. In 
contrast, a review of 15 cases of hydatid 
infection which have occurred in Louisiana 
| reveals that 10, or two-thirds, of these have 
been in native citizens of the United States. 

In 1938 Sawitz? summarized the cases of 
Echinococcus infection in Louisiana which 
had occurred or were reported up to that 
time. His summary included eight cases, of 
which five were previously unreported. The 
present report includes seven additional 
cases of hydatid disease which have 


occurred in Louisiana since 1938, three of 


whom were native-born residents of the 
state. A tabulation of the known cases of 


7From the Department of Public Health of Louis- 
iana State University School of Medicine and the 
Charity Hospital of Louisiana at New Orleans. 
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hydatid infection which have been diag- 
nosed in Louisiana to date is presented in 
the accompanying table. Two additional un- 
reported cases were diagnosed as Echino- 
coccus infection in 1908 and 1916 in New 
Orleans. However, since the data on the 
basis of diagnosis are not complete and as 
I have no personal knowledge of these two 
cases, they are not included in this report. 
Since, with few exceptions, the cases re- 
ported in this entire series were patients at 
the Charity Hospital of Louisiana at New 
Orleans, it is probable that cases of hydatid 
disease may have been diagnosed in other 
parts of the state and have not been report- 
ed in the literature. 


Eleven of the 15 cases of hydatid infec- 
tion which have occurred in Louisiana 
have been diagnosed since 1932. It is prob- 
able that an increase in the knowledge of 
the infection among physicians and im- 
provement in the methods and facilities for 
diagnosis may account to a great extent 
for the recent increase in the reported cases. 
Ten of the 15 cases occurred in individuals 
born in the United States, four of whom 
were negroes. This emphasizes that human 
infection with this endemic disease may be 
acquired in this country. It is possible that 
some of the infections in immigrants who 


TABLE I 


CASES OF ECHINOCOCCUS INFECTION WHICH HAVE OCCURRED IN LOUISIANA 


Author Date of 


diagnosis 


Date 
reported 


1882 


Race 


Osler? 
(Ogden) 
Smith# 


1919 1928 


= 


Miller and 

Collins® 1935 

Sawitz2 1906 
i 1913 
” 1932 
” 1937 

1937 

1938 


1937 
1938 
1938 
1938 
1938 
1938 


Not previously 
reported 


1939 
1939 
1939 


Writer 


1940 
1941 
1943 


goq 40g 42498440 


Age 


Location of 
cysts 
F Liver 


Sex Nativity 
(U. S. or foreign) 


Foreign 


| 


Liver Native 


mesentery 


Native 

Native 

Native 

Native 

Native 

Native 

Holland (resident of 
U. S. for 18 years) 
Italy 

Native 

Italy (resident of 

U. S. for 45 years) 

Native 

Native 


Italy (resident of 
U. S. for 37 years) 


Uterus 
Liver 
Liver 
Liver 
Breast 
Liver 
Liver 


Liver 
Liver 
Liver 


Brain 
Brain 
Liver 


See SS BSS 334 
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resided in this country for several decades 
before diagnosis of the disease also may 
have been acquired in this country. 


Hydatid disease of man is caused by the 
larval stage (hydatid or echinococcus cyst) 
of the tapeworm, Echinococcus granulosus. 
The minute adult tapeworm parasitizes the 
intestine of dogs and certain other carni- 
vores. The source of infection for man is 
usually considered to be through contamina- 
tion of food or drink with excreta of in- 
fected dogs, which contains the infective 
eggs of the parasite. Cattle, sheep and hogs 
are the common hosts of the larval stage 
(hydatid cyst) in nature. The infection 
reaches a cul-de-sac in man. Dogs or other 
carnivorous animals derive their intestinal 
infection with the adult tapeworm through 
ingestion of the carcasses of cattle or other 
animals harboring the hydatid cysts. Re- 
ports of infection with EF. granulosus in 
dogs in this country are rare. No infections 
with this parasite were reported by Hinman 
and Baker® from a helminthologic survey 
of 1315 dogs from New Orleans. Apparently 
no infections in dogs have been reported 
from Louisiana, despite the occurrence of 
hydatid cysts in cattle and pigs in this area. 
Riley’? has reported natural infection of 
wolves with the adult tapeworms and the 
occurrence of hydatid cysts in moose in 
Minnesota, which suggests that wild mam- 
mals also may serve as reservoir hosts of 
the parasite. 


The diagnosis of the seven previously 
unreported cases in this series was based 
upon demonstration of the cysts and their 
contents after surgical removal, by aspira- 
tion of the cyst contents, or from post- 
mortem examination. Intradermal tests 
were also done on two of these cases, one 
employing hydatid fluid and one using a 
substitute tapeworm antigen. Both elicited 
positive cutaneous reactions. Although the 
demonstration of typical scolices and hook- 
lets provides the most certain evidence of 
Echinococcus infection in man, there are 
other valuable and practicable diagnostic 
tests available to help establish the diag- 
nosis of the disease.':*® These include 
the intradermal test of Casoni which em- 
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ploys sterile hydatid cyst fluid from animals 
or from man as antigen, and similariy a 
cutaneous test® using extracts of certain 
other species of tapeworms commonly 
found in lower animals, which are perhaps 
more readily procurable than hydatid fluid, 
Recently the Biological Division, Lilly Re- 
search Laboratories, Indianapolis, Indiana, 
has announced that Echinococcus antigens 
extract for skin testing and for complement- 
fixation for hydatid infection are available 
for distribution on an experimental basis. 
The intradermal reaction may remain posi- 
tive for many years after complete removal 
of the cyst. Complement-fixation and pre- 
cipitin tests employing these antigens are 
also of diagnostic value. The latter sero- 
logical tests have, in general, a reported 
accuracy of about 85 per cent, but represent 
specialized procedures which are not avail- 
able in small laboratories. Since some dan- 
ger may attend diagnostic cyst puncture 
and since diagnosis of hydatid disease is 
often. made initially by exploratory opera- 
tion, the advantage of use of the intrader- 
mal test prior to operative procedure is 
obvious. Physical findings, such as evidence 
of a cyst or mass, particularly in the region 
of the liver, and hydatid thrill, the use of 
x-ray for visualization of the cyst and per- 
formance of a differential leukocyte count 
for presence of eosinophilia (which occurs 
in about one-fourth of the cases) may con- 
tribute to the diagnosis when such non- 
specific evidence can be elicited. 


SUMMARY 


A total of 15 known cases of Echinococcus 
infection (hydatid disease) in man, in- 
cluding seven relatively recent cases report- 
ed in this article, have occurred in Louisi- 
ana. Ten of the infected individuals were 
born in this country and four of these were 
negroes. This indicates the native origin of 
the infections and emphasizes the possibility 
of acquiring the disease in this area. Where- 
as Echinococcus infection has been found 
more often in native-born residents of Lou- 
isiana than in immigrants, 95 per cent of 
the total cases of hydatid disease reported 
from the United States and Canada prior 
to 1940, in whom the nationality was 
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known, have occurred in immigrants. The 
value of employing intradermal and com- 
plement-fixation tests with either sterile 
hydatid fluid or substitute tapeworm anti- 
gens in an effort to provide a diagnosis 
prior to operative procedure has been 
pointed out. 
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THE PART OF THE 
GENERAL PRACTITIONER IN THE 
MANAGEMENT OF VESICAL 
NECK OBSTRUCTION* 


FREDERIC E. B. FOLEY, M.D. 
SAINT PAUL, MINN. 





Most cases of vesical neck obstruction 
come to the urologist through the hands of 
the general practitioner. Many of them 
come because the general practitioner knows 
exactly what is wrong and what should be 
done. That’s as it should be. Other patients 
come merely because there are urinary 
symptoms and the general practitioner 
does not know what is wrong or what should 
be done. That’s not as it should be—he 
should know what’s wrong and he does not 
need a cystoscope to find out. Other per- 
sons in need of surgical interference remain 
unduly long in the hands of the general 
practitioner, taking urinary tract antisep- 
tics and prostatic massages to no good pur- 
pose. That too is not as it should be. And 


*Read before the New Orleans Graduate Medical 
Assembly, February 24-27, 1947. 
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finally, some few patients never do get to 
the urologist: either purposeless palliation 
is pursued to an unnecessary fatal outcome 
or surgical management is accorded by in- 
competent hands. That certainly is not as 
it should be. 

I say these things as one who for 20 years 
has had a remarkably happy relationship 
with a host of general practitioner col- 
leagues throughout the Northwest—men 
who have given me a large and interesting 
referred practice in my special field. That. 
is not to say that these men in general prac- 
tice and I have jointly managed our task 
to the best advantage of our patients. I am 
only too well aware of my own deficiency 
in the matter—but my shortcomings and my 
part in the job are not my subject. Also I 


have come to see the shortcomings of the 
general practitioner and to know that his 
part in our joint enterprise can be im- 
proved. That is my subject. 

In the management of vesical neck ob- 
struction the proper part of the general 
practitioner lies in diagnosis, in preopera- 


tive management, in directing the patient 
to a competent surgeon at the proper time 
and in postoperative care. 


For the surgical part of management 
many of these patients must go consider- 
able distances from their homes to hospitals 
in larger centers. Much time and expense 
can be avoided if the patient is kept ambu- 
latory under the care of his family physi- 
cian while a definite diagnosis is made and 
during the period of preoperative treatment 
and for much of the postoperative care. All 
of these—diagnosis, preoperative treatment 
and much of the postoperative care—can 
and should be done by the patient’s family 
physician to the end of avoiding needless 
loss of time and unnecessary hospital ex- 
pense. 

When a patient presents himself with 
urinary symptoms, the general practitioner 
can and should promptly find the answers 
to the following questions: 

1. Is the trouble due to vesical neck ob- 
struction? 

2. What type of vesical neck obstruction 
is present? 
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3. Is surgical treatment required at 
once? 

4. May palliative treatment be employed 
safely with postponement of operation? 

5. Is the patient ready for immediate 
operation or will he be made a better surgi- 
cal risk by preoperative treatment directed 
by the general practitioner? 

Let’s take the questions in order. 

IS THE TROUBLE DUE TO VESICAL NECK 
OBSTRUCTION ? 

In considering this question it is a great 
mistake and will lead to blunders to think 
that benign prostatic hypertrophy and pros- 
tatic carcinoma in the elderly male are the 
only causes of vesical neck obstruction. 
There are other causes, less frequent it is 
true, but for the patient who has such ob- 
struction they are more important than be- 
nign hypertrophy or carcinoma. And do 
not lose sight of the fact that vesical neck 
obstruction does occur in young individuals, 
that it is often present without palpable en- 
largement of the prostate and may occur in 
females. 


From the history alone you can usually 
come close to knowing whether or not there 


is obstruction. The typical symptoms in 
order of onset are: 


1. Hesitancy in starting the stream. At 
first this may affect only the first urination 
in the morning. Later it is noted at the 
urinations during the night and still later 
it is always present. 

2. Nocturia. This may be the only symp- 
tom. 

3. Increased daytime frequency. 

4. Urgency. 

5. Decrease in the size and force of the 
stream. 

6. Interrupted urination. 

7. The sensation of incomplete empty- 
ing. 

8. Complete retention of urine. 

The appearance of these symptoms one 
after another—some or all of them—and 
final presence of most of them means only 
one thing: vesical neck obstruction. 

The impression as to the presence or ab- 
sence of vesical neck obstruction gained 
from the history will be verified at once by 
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a very simple and cursory kind of physical 
examination and in nine cases out of ten 
without the use of the cysto-urethroscope. 

The patient should be examined at a time 
when there is a real desire to urinate. 

The act of urination in the standing posi- 
tion is observed. The patient is instructed 
to empty the bladder completely. If there is 
obstruction at the neck of the bladder there 
is usually some degree of hesitancy in start- 
ing the stream. The size and force of the 
stream are noted. Even with well developed 
obstruction the first part of the stream, 
when the bladder has tone because of its 
filled condition, may be of good force. An 
abnormally prolonged terminal decrease in 
force is significant. After voiding to empty 
the bladder a catheter is immediately 
passed. This must be done with the patient 
in the erect position. The residual urine 
contained in a very atonic bladder will not 
evacuate through a catheter with the patient 
in the recumbent position. For the same 
reason residual determinations should fol- 
low voiding to empty with the patient in the 
erect position. The presence of residual 
urine is an important finding. Residual! 
urine in excess of 30 c. c. is positive proof 
of vesical neck obstruction. However, ab- 
sence of residual urine by no means rules 
out obstruction. If the bladder has reacted 
to obstruction by concentric hypertrophy 
the powerful trigone may be capable of pull- 
ing open the obstructed vesical neck and the 
well compensated detrusor may force com- 
plete evacuation. 


When a history containing significant 
symptoms of obstruction is combined with 
the presence of residual urine one may say 
with confidence that there is vesical neck 
obstruction. This becomes a certainty when 
the obstructive symptoms and residual urine 
are combined with physical signs of the ob- 
structing lesion. 


The physical signs of the obstructing 
lesion contain the answer to the second 
question : 

WHAT TYPE OF VESICAL NECK OBSTRUCTION 

IS PRESENT? 

The causes of vesical neck obstruction to 
be borne in mind are in order of frequency: 
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Benign prostatic hypertrophy. 

Carcinoma of the prostate. 

Prostatic bar. 

Contracture ofthe vesical neck. 

Inflammatory swelling of the vesical 
neck—acute prostatitis in the male, acute 
urethritis in the female. 

6. Disturbances of innervation, the re- 
sult of organic central nervous system dis- 
ease, or functional disturbances as in post- 
operative retention. 

This is not a very long list to be kept in 
mind. If the physiologic-pathologic ap- 
proach is employed in taking the history and 
examining the patient very promptly the 
condition present will fall under one of these 
designations. 

Much is learned from the rectal examina- 
tion in men, and vaginal touch in women. 
Obstructions due to acute inflammatory 
change produce a boggy swelling of the 
prostate and tenderness to pressure on the 
| gland. In women there is tenderness to 
| pressure against the urethra and bladder 
neck. With postinflammatory vesical neck 


i contracture in women the urethra when pal- 
pated against the pubic arch is much thick- 


ened and infiltrated. Postinflammatory 
vesical neck contraction in men is usually 
associated with a small, somewhat irregular 
7 prostate which lacks the normal resilience 
and is well described as “gristly.” “Pros- 
} tatism without a prostate” the old urologists 


1 called it. 


Benign enlargement of the prostate may 
be almost entirely intravesical and give little 
or no enlargement palpable by rectal exam- 
ination. In most cases, however, some de- 
j gree of enlargement is apparent by rectal 
} examination. The gland is smooth, usually 
i firm, but resilient. The globular lateral 
i lobes form a sulcus on each side with the 
7] pubic ramus and between the two lobes is 
ja well defined median furrow covered by 
i] the uninvolved posterior lamina or lobe. The 
| attachments are elastic and the gland is very 
slightly movable. 

These characteristics on rectal examina- 
tion sharply distinguish benign prostatic 
| hypertrophy from carcinoma and make of 
the rectal examination the most valuable 
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item we have in differentiation of the two 
conditions. 

The typical carcinomatous gland is stony 
hard. The surface is irregular or even nodu- 
lar. Distinct lateral lobes are not distin- 
guishable and the median furrow between 
them is obliterated. The sulci between the 
gland and the pubic rami are filled out and 
obvious growth in these directions may be 
found. Fixation is so firm that no move- 
ment can be detected. The differential 
diagnosis between a carcinomatous gland 
and benign enlargement in which infection 
and cicatrization have occurred may be 
difficult. 

From the history and physical examina- 
tion thus far, and keeping in mind the 
changes characteristic of the different ob- 
structing lesions, one can usually say in 
general that there is vesical neck obstruc- 
tion and say in particular that the obstruc- 
tion is due to benign prostatic hypertrophy, 
or to carcinoma of the prostate, or to an 
acute inflammatory process: that is acute 
prostatitis or prostatic abscess in the male, 
or acute urethritis and cystitis of the vesical 
neck in the female. 

When the physical changes characteristic 
of these conditions are absent, the remain- 
ing possibilities are postinflammatory con- 
tracture of the vesical neck or disturbed 
innervation—both of which may occur in 
either male or female. 


The first steps in the further differentia- 
tion should be careful re-inquiry into the 
history and a cursory kind of neurologic 
examination. 


A history of gonorrhea or more impor- 
tant, postgonorrheal prostatitis with per- 
sisting “morning drop,” or perineal discom- 
fort, are almost regularly obtained in cases 
of bladder neck contracture in men. In 
women the similar condition has usually 
been preceded by oft repeated attacks of 
“cystitis” which actually have been exacer- 
bations of urethritis. 

If the condition present does not fall into 
any of the mentioned forms of pathologic 
tissue change affecting the bladder neck, 
then disturbed innervation is the only re- 
maining explanation. 
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A history of neurologic disturbances in 
general should always be looked for. Fur- 
ther inquiry may elicit a history of chancre 
and the latter manifestion of tabes, such as 
ataxia and other symptoms of the disease. 
Or there may be complaint of paresthesias 
over the saddle area or other neurologic 
disturbances to indicate other forms of cen- 
tral nervous system disease. Any of these 
suggest the possibility of disturbed bladder 
innervation. 

The cursory neurologic examination is ex- 
tremely simple and embraces only pupillary 
reflexes, station and equilibrium tests, knee 
kicks, plantar reflex and sensation over the 
saddle area. 

The presence of any significant neurolo- 
gic signs disclosed by this examination sug- 
gest the possibility of disturbed innervation 
of the bladder and urethral sphincters as 
cause of the obstructive symptoms and re- 
sidual urine. A neurologic consultant may 
give valuable aid in such cases. The possi- 


bility of symptoms being due to neurologic 
disease must be borne in mind constantly— 


even in cases where anatomic change in the 
vesical neck seems obviously to be re- 
sponsible. 

Finally in a very small number of cases 
it may be impossible from the history and 
ordinary methods of examination to say 
with confidence what causes the obstruc- 
tion. In these few cases there must be re- 
sort to the cysto-urethroscope. 

The next question is: 

IS SURGICAL TREATMENT REQUIRED AT ONCE? 

The answer to this is simple. It is deter- 
mined by the grade of obstruction and se- 
verity of symptoms. The degree in which 
retention has impaired renal function and 
the general physical condition do not neces- 
sarily have bearing on the question of imme- 
ate operation—except to contraindicate it 
in many cases. 

Obviously the individual with complete 
retention of urine and in sufficiently good 
general physical condition for immediate op- 
eration sould have the obstruction surgically 
relieved with as little delay as possible. 

Likewise, the individual with severely dis- 
tressing symptoms and instantly a good sur- 
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gical risk should be afforded the relief of 
surgical removal of the obstruction without 
delay. 

A very large residual urine in the pres- 
ence of sufficiently good physical condition 
to permit operation at once, or in the imme- 
diate future, is in a general way indication 
for such management. Postponement of 
operation in such cases usually leads to fur- 
ther impairment of renal function and de- 
terioration of the general physical condi- 
tion. These convert a good risk into a poor 
risk. However, if the patient’s family and 
business matters, or other surrounding cir- 
cumstances demand a little delay this may 
appear appropriate. Such phases of the 
problem provide good exercise of the inti- 
mate relationship usually existing with the 
general practitioner or family physician. 
During the period of delay the patient 
should be under pretty careful observation. 
Even it may be permissible or advisable to 
have him report once or twice a day for 
catheterization or even let him wear a self- 
retaining bag catheter through which the 
bladder is completely emptied several times 
during the 24 hours. During the period of 
postponed operation these measures will 
avoid progressive damage, provided re- 
peated over distentions of the bladder are 
avoided. They should be accompanied by 
the administration of one of the sulfona- 
mide drugs to control the inevitable infec- 
tion of an indwelling catheter or interval 
catheterization. 


Very rarely profuse bleeding from a very 
much enlarged and greatly engorged benign 
hypertrophy is an indication for immediate 
surgical interference. Contrary to popular 
belief, hematuria is much more suggestive 
of benign hypertrophy than of carcinoma. 

The next question is: 

MAY PALLIATIVE TREATMENT BE EMPLOYED 

SAFELY AND OPERATION POSTPONED? 

The patient is entitled to an honest an- 
swer to this question. I am sure he always 
gets it. But even an honest answer may be 
a prejudiced answer. In respect of this 
matter I believe the prejudice of a general 
practitioner is fairer to the patient than the 
prejudice of the urologist. 
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The individual with only a small residual 
and not very troublesome symptoms, even 
though he has outspoken vesical neck ob- 
struction, may safely postpone operation— 
sometimes indefinitely. 


| It may seem pretty certain that eventu- 
ally operation will be required. In view of 
that the urologist usually feels that the 
sensible thing is to change the operation 
from a prospect to a memory and at the 
same time give relief of the trifling symp- 
toms. But after all it is the patient’s prob- 
lem. If he prefers to put up with his not 
too distressing obstructive symptoms, have 
massages from time to time when the blad- 
der irritation is increased, take sulfona- 
mides off and on for control of infection 
and cooperate in the other details of man- 
agement, it is his own affair. The family 
physician familiar with the patient’s ner- 
vous make-up and factors in his demestic 
| and business life which incline him to post- 
4 ponement is much better qualified than the 
stranger urologist to help in this decision. 
7 In his palliative and expectant management 
jof the situation the general practitioner 
} should bear in mind that obstructive lesions 
jare usually progressive. Accordingly, fre- 
quent determinations of residual urine 
jshould be made. If residual increases to 
substantial proportions or the obstructive 
symptoms are not well controlled and there 
are disturbance of sleep and inroads on the 
general physical condition, palliation should 
be abandoned in favor of surgical relief. 
The next question is: 


eed 


ee 


IS THE PATIENT READY FOR IMMEDIATE OPERA- 
TION, OR WILL HE BE MADE A BETTER SURGI- 
CAL RISK BY PREOPERATIVE TREATMENT 
DIRECTLY BY THE GENERAL PRACTI- 
TIONER? 





_ The answer to this question lies in care- 

} ful appraisal of the general physical condi- 
tion with respect to cardiovascular system 

j}and other items apart from the urinary 

| tract, and in appraisal of the degree of renal 

function impairment which has resulted 
from the obstruction. 





It is eminently appropriate that the gen- 
j eral practitioner should make these ap- 
| praisals, arrive at a decision from them and 
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carry out the needed preoperative treatment 
if this is indicated. 

Many of these patients in need of pre- 
operative treatment whether it be for im- 
paired general physical condition, the result 
of cardiovascular trouble or other consti- 
tutional disease, or because of the inroads 
of urinary obstruction on renal function 
with nitrogen retention, do much better at 
home under the care of their familiar fam- 
ily physician than in a hospital under the 
care of the stranger specialist and his con- 
sultants. 

It is not for me in my narrow specialty to 
suggest to you what should be done for hy- 
pertension, cardiac decompensation, other 
forms of cardiovascular disease, diabetes 
and other constitutional illnesses. I always 
depend upon consultants for this manage- 
ment. You know better than I how to deal 
with these conditions and improve the condi- 
tion of the patient impaired by them. 


The impaired physical condition and poor 
surgical risk which indicate postponement 
of operation and require preoperative treat- 
ment are often solely the resu!t of renal 
function impairment. They are indicated 
by the typical clinical features of uremia 
and verified by blood chemistry determina- 
tions. Urologists have always felt that the 
management of this condition and its cor- 
rection is their special province. We do 
pretty well with it, but there is no reason 
why the family physician who will devote 
himself to the problem cannot handle it just 
as well. In this way long periods of hos- 
pitalization and much expense can be 
avoided. 

The clinical features of extensive renal 
impairment are familiar to all of you and 
need no comment here. 


The first essential in the management of 
renal impairment resulting from vesical 
neck obstruction is drainage. In the vast 
majority of cases this can be provided by 
either interval catheterization or constant 
drainage by an indwelling catheter. Only 
rarely is drainage by suprapubic cystostomy 
required because of difficult catheteriza- 
tion or intolerance to the indwelling ca- 
theter. 
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With long standing obstruction and im- 
pairment of renal function there always is 
a very marked decrease in the specific grav- 
ity of the urine. Determinations of specific 
gravity may be made from day to day. With 
the patient on a constant fluid intake, im- 
proving renal function will be indicated by 
a rising specific gravity. 

Functional improvement can be measured 
more accurately by sending in to a labora- 
tory from time to time samples of blood for 
determination of the degree of nitrogen re- 
tention. For this only the blood urea nitro- 
gen need be reported. Changes in this 
value will indicate accurately changes in 
the renal function. Other indicators of im- 
proved renal function are increasing appe- 
tite, gain of weight, increasing alertness and 
interest in life, improvement of the usually 
present anemia as indicated by color of 
mucous membranes and improvement in the 
patient’s condition in general. 


If interval catheterization is employed, 
the catheterizations should be done fre- 


quently enough to avoid any discomfort 
from bladder filling, and at all events so 
frequently that not more than 400 c.c. of 


urine are found in the bladder. The fre- 
quency of catheterization must be propor- 
tioned to the fluid intake—or more exactly 
to the urine output. 

The Foley self-retaining bag catheter has 
eliminated practically all of the troublesome 
features that formerly attended constant 
drainage with a catheter held in place with 
adhesive tape. Some of my general prac- 
titioner friends tell me I should be cannon- 
ized for the night calls the Foley catheter 
has saved them during our Minnesota win- 
ters. These self-retaining bag catheters re- 
quire no external fixation by adhesive tape 
or otherwise, can be kept in place for weeks 
at a time and require no adjustment or at- 
tention of any sort. In the majority of 
cases such a catheter is well tolerated and 
makes a much more satisfactory and less 
troublesome method of drainage than in- 
terval catheterization. When the patient is 
in bed or in a chair the catheter may be con- 
nected to a drainage bottle. However the 
catheter may be clamped off and permit the 
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patient to be up and about with considerable 
resumption of activity. At intervals the 
catheter is opened to empty the bladder. 

In cases of very long standing obstruction 
accompanied by large residual urine the de- 
gree of renal function impairment may be 
severe and recovery of function very slow. 
Several weeks or even months may be re- 
quired for the maximal recovery of function 
possible. The management requires no spe- 
cialized urologic talent. Preoperative treat- 
ment of this sort does not require confining 
the patient to a hospital or placing him un- 
der the care of any one but his own family 
physician. 

The preoperative treatment just outlined 
may be beset by complications. The urethra 
may become intolerant to either interval 
catheterization or an indwelling catheter or 
there may be severe infection with chills 
and fever. In this event suprapubic cyst- 
ostomy for drainage will be necessary. Se- 
vere infection—cystitis or ascending pye- 
lonephritis may require hospitalization. 
Daily bladder lavages with antiseptic solu- 
tions such as 1-2000 silver nitrate or 
1-10,000 Zephiran or bladder instillations 
of 2 per cent mercurochrome probably are 
useful in avoiding such complications. Dur- 
ing this whole period, provided renal func- 
tion is not too greatly depressed, the sul- 
fonamides should be given in repeated 
courses to avoid infection, or the sulfona- 
mides or penicillin may be used to control 
established infection. Ina small percentage 
of cases epididymitis will complicate the 
situation. Usually it is well controlled by 
support and continuous hot wet applica- 
tions. The latter are preferable to the ice 
bag in all stages of the process. 


When it is apparent that improvement 
has reached its maximum and has come to 
a standstill nothing will be gained by fur- 
ther postponement of operation. 


The choice of operation—transurethral 
resection, suprapubic prostatectomy, or per- 
ineal prostatectomy—must lie with the sur- 
geon or urologist who does the operation. 
The general practitioner or family physi- 
cian—or for that matter the patient him- 
self—may have a preference for any one of 
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the three procedures and hope that it may 
be employed. This preference and hope can 
be expressed intelligently only as a prefer- 
ence for a particular surgeon or urologist 
particularly talented and skilled in the pre- 
ferred procedure. 


This business of the choice of operation 
and choice of surgeon or urologist is a 
touchy business. If I had more tact and less 
temerity, I probably would say nothing more 
about it. 


Although the choice of operation is not 
a part of the general practitioner’s role in 
the management of vesical neck obstruction 
it is his job to refer the patient to a surgeon 
or urologist. And so some comment anent 
the matter may be to good purpose. 


In any case of vesical neck obstruction, 
it is desirable to employ the method of oper- 
ation that is best suited to the patient and 
to his particular form of obstruction. To 
employ the operation that is best suited to 
the doctor is still more important. If the 
surgeon who does the job is not qualified to 
do it properly it will not help much to choose 
the operation best suited to the patient. 
Both patient and doctor will be better off 
if the doctor employs always the particular 
operation best suited to his talent, and to 
his ability to perform it properly, even 
though it is not academically the operation 
best suited to the patient and his particular 
form of obstructive deformity. Certainly 
mortality, morbidity and general results 
will be best served if this consideration dic- 
tates the choice of operation. 


Only if the surgeon’s diversity of talent 
permits may the operation be suited to the 
patient. 


Three methods of operation for vesical 
neck obstruction are available: suprapubic 
prostatectomy, perineal prostatectomy and 
transurethral resection. Each one of the 
three makes a different demand upon skill, 
ability, training and experience. 


Suprapubic prostatectomy makes the least 
demand on these. It is a relatively fool- 
proof procedure. Combined with some de- 
gree of general surgical ability and some ex- 
perience in the procedure itself, it is capable 
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of reasonably good execution in hands of 
average skill. 


A well performed suprapubic prostatec- 
tomy yields an excellent result. Faults in 
its performance may increase mortality but 
the technic is so simple there is little oppor- 
tunity for technical faults to give a poor 
result. 

Perineal prostatectomy is a tricky and 
treacherous procedure. It requires intimate 
knowledge -and familiarity with perineal 
anatomy. It is not just recognition of struc- 
tures exposed and seen; it is knowing where 
they are and how not to see them—the lu- 
men of the rectum for instance. 


The really significant merit of perineal 
prostatectomy is its low mortality. For 
some reason there is no shock and it is pe- 
culiarly devoid of the fatal complications 
that go with the suprapubic operation. 


Any surgeon can perform a perineal pros- 
tatectomy and no matter how badly it is 
done or how poor the result, the patient 
usually recovers. What surgeon is able to 
do a perineal prostatectomy properly and 
regularly secure a good functional result is 
another question. 


Transurethral resection makes by far the 
greatest demand on special skill, training 
and experience. It is a highly technical 
procedure in which many factors are con- 
cerned and determine competence. 


All suprapubic and perineal operations 
are much alike. Any one competent to do 
them at all is competent to do them in all 
cases. This is not the case with resection. 
Depending on gland size, length of urethra, 
configuration of deformity, vascularity of 
tissue and many other factors, resection 
varies from a relatively simple and easy 
procedure to one of great complexity and 
difficulty that will tax the ultimate in 
skill and resourcefulness. 


This fact makes competence as a resec- 
tionist dependent on another, somewhat 
ethereal factor which applies little if at all 
to the open operations. This factor is the 
individual’s own honest and accurate ap- 
praisal of his ability as a resectionist and 
willingness, despite the patient’s clamour, 
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to limit the procedure to cases that come 
within the scope of his ability. 

In view of all this, it is hard to under- 
stand why good old reliable suprapubic 
prostatectomy is replaced by a new and dif- 
ficult procedure forced into hands where it 
does not belong. 

I submit that in the choice of operation 
for vesical obstruction, the first and most 
important thing is to suit the operation to 
the doctor. When that has been done and 
depending on the doctor’s talent and ability 
in each of the three procedures, the opera- 
tion may be fitted to the patient. 

Only the surgeon himself knows what his 
skill may be with each of the three pro- 
cedures. In view of that the family physi- 
cian never should prescribe the form of 
operation to be done. 

In the hands of the surgeon who is thor- 
oughly competent to do ali three operations 
and is not prejudiced, transurethral resec- 
tion will be the operation of choice in 85 to 
90 per cent of cases, suprapubic prosta- 
tectomy in about 10 per cent and perineal 
prostatectomy in the remainder. 


Such a surgeon or urologist will reserve 
the suprapubic and perineal operations for 
cases presenting a degree of technical diffi- 
culty to resection. Glands of very large 
size, abnormally vascular ones, and great 
elongation of the prostatic urethra make 
for such difficulty. Among these cases 
such a surgeon will have a preference for 
the suprapubic operation because of the 
comparatively poorer promise of a good re- 
sult by perineal prostatectomy in his hands. 
However if the patient is very old and de- 
crepit, and a poor surgical risk, perineal 
prostatectomy will be the operation of 
choice because of its greater safety. 

The surgeon who is fair to his patient 
and to himself, will limit his use of these 
three operations according to his ability to 
perform them. Always he will employ the 
operation which best combines with his par- 
ticular skill and ability to serve best the wel- 
fare of the patient in his hands—whether 
it be by the suprapubic, perineal or trans- 
urethral method. 


If we recognize this, and are governed 
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accordingly, prostatic surgery will be per- 
fectly individualized in respect to both pa- 
tient and surgeon, and will best serve the 
welfare of patient, doctor and medical 
science. Now about postoperative and fol- 
low-up treatment. These patients are not 
fully recovered at the time of discharge 
from the hospital. To postpone discharge 
until full recovery would be a needless loss 
of time and impose unnecessary expense. 
The patient needs routine follow-up obser- 
vation and care. 

What the end result is to be is never 
known at the time of discharge. The chief 
promise of a good eventual end result is ab- 
sence of residual urine. The presence of 
some little residual for some weeks follow- 
ing operation, particularly transurethral 
resection, is of no grave moment. If the 
operation has been adequate the residual! 
will disappear. So check up on your urol- 
ogist by frequent residual determinations. 
If at the end of six or eight weeks residual 
in excess of 30 c.c. continues the patient 
should be sent back for check-up cysto- 
urethroscopic examination.’ 


In some cases persisting residual urine is 
due to bladder atony and may continue even 
though the obstruction has been completely 
relieved. In such cases Mecholyl bromide 
or the more recent preparation Furmethide 
may be effective in increasing bladder tone 
and promoting complete emptying. Putting 
the bladder at rest for a few days with an 
indwelling catheter along with these drugs 
is a good plan. 

Following any operation for vesical neck 
obstruction there is always pyuria. It will 
continue until the surface of resection or 
enucleation has completely healed and cov- 
ered with epithelium. Until that has hap- 
pened there is no use in trying to clear the 
pyuria. At the end of six weeks with enu- 
cleations, longer with resections, sulfion- 
amides, lavages and other means of clear- 
ing the pyuria should be started if pus in 
the urine continues. 

Alkaline encrustation of the surface of 
resection or enucleation may occur during 
the repair process. This is due to infection 
with urea splitting organisms and causes an 
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alkaline urine. Large doses of acidulating 
drugs such as ammonium chloride are help- 
ful in avoiding this complication. Bladder 
irrigations with diluted phosphoric acid are 
to the same purpose. 

Epididymitis and other complications 
need no special comment. 

CONCLUSION 

It may be said that the management of 
vesical neck obstruction should be the joint 
enterprise of the family physician and the 
urologist. In the past the general prac- 
titioner has not fully played his part— 
either because he has deliberately avoided 
his proper part or because the urologist has 
deliberately taken it from him. 


During the past few years my general 
practitioner colleagues and I have managed 
the matter in the way indicated with very 
happy results. It has had the effect of 
greatly shortening the period of hospitali- 
zation and has diminished expense. It has 
proved to be a small part of the answer to 
the cry against the prohibitive cost of medi- 
cal and surgical care. 
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BODY SNATCHERS* 


JACK GRINDLE, M.D. 
NEW ORLEANS 


The term “resurrection days” is applied 
to that period when the Irish, the Scotch, 
and the English teachers of anatomy were 
compelled to deal with grave robbers. In the 
early part of the nineteenth century, and 
long prior thereto, an adequate supply of 
material for dissection could not be. ob- 
tained, legally, in the countries mentioned. 
It was not until after the passage of the 


Warburton Anatomy Act, in 1832, that the 


vocation of body-snatching, which long had 
been regarded as a despised but necessary 
evil, gradually was abandoned in the United 
Kingdom, and in Ireland. 

When and where the vocation of grave- 
robber arose, and the circumstances under 
which the members of the guild first oper- 


*Read before the History of Medicine Society, 
Tulane University School of Medicine, January 
1947, 
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ated are unknown. Violation of mausoleums, 
graves, and subterranean rooms for the 
dead doubtless occurred in ancient times, 
when gold and silver ornaments and pre- 
cious gems were placed near and on the 
body of the deceased. Egypt may have been 
the birthplace for the practice. The 
Egyptians, as Herodotus stated, neither 
buried nor burned their dead. They did not 
bury them for fear they would be eaten by 
worms; they did not burn them, because 
they considered fire like a wild beast that 
devours everything it can seize. Filial piety 
and respect caused them to embalm the 
bodies, after which they were deposited, 
with rich ornaments and utensils, in coffins 
placed in spacious rooms. That such recep- 
tacles were often robbed is now well known. 
The robbers, however, were not interested 
in securing anatomic material. 

Persons who disturb the dead are called 
“resurrectionists.” In the broad sense, all 
of them should be regarded as lawbreakers. 
For, by what right does an alleged scientist 
of the present day disturb the tomb of the 
Egyptian ruler who lived 3,000 years before 
Christ? Or burglarize the sarcophagus of 
a later date? Wherein is he less sacrilegious 
than were the wretches who, a century ago, 
sold hundreds of stolen, and a few dozen of 
murdered, bodies to teachers of anatomy? 

The desire for repose after death reaches 
back to early mists of the morning of the 
world. The primitive Christians put epi- 
taphs on the tombs of deceased relatives, 
asking vengeance of Heaven on any and all 
who should disturb the dead. Several of 
the Popes hurled anathemas against the 
violators of the grave. 

That even Shakespeare had given thought 
to grave-robbing vandals is evidenced by 
the inscription on his tomb: 

“Good friend, for Jesus’ sake, forbear 

To dig the dust inclosed here: 

Blest be the man that spares these stones, 

And crust be he that moves my bones.” 

Avon’s bard, however, has been more 
fortunate than were many other historic 
characters whose osseous tissues, to say 
nothing of their internal organs, have been 
widely distributed. 
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Many persons who wielded power, 
changed history, and decided the fate of 
nations, while they were among the quick, 
have been accorded scandalous treatment 
after joining the ranks of the dead. Power- 
ful as Cromwell had been during life, less 
than scant courtesy was his lot after death. 
On January 30, 1661, his body was dragged 
from its resting place and his head was 
placed on a spike on Westminister Hall, 
where it remained for about twenty-five 
years. 

April 1, 1813, the vault containing the 
remains of the unfortunate Charles I was 
opened and the head was removed for 
examination. 


The head of that great cardinal, Riche- 
lieu, had a similar but a more variegated 
fate. There is a good reason for the belief 
that not all of the organs of Napoleon are 
within his magnificent tomb. Laurence 
Sterne, who wrote “Tristram Shandy” and 
the “Sentimental Journey”, ended his career 
in Cambridge, where his body was dissected 
by a professor of anatomy. Gambetta’s post- 
mortem examination, which was made Jan- 
uary 2, 1883, by Professor Cornil, in the 
presence of a coterie of distinguished sa- 
vants, afforded to his enthusiastic friends 
the opportunity to carry off some very select 
parts of his anatomy.' 

Before going into the actual story of the 
“‘body-snatchers” and who they were, I 
would like to say something of the history 
of dissection and the study of anatomy, both 
of which are so firmly bound up with, and 
directly responsible for the beginning of 
such a profession. 


Dissection was unknown in ancient Egypt 
and in ancient Greece. The Egyptians often 
stoned the operator whose task it was to 
open the abdomen so that the body might 
be embalmed, and the Greeks inflicted the 
death penalty on those of their generals 
who, after a battle, neglected to bury or to 
burn the remains of the slain. 


It is impossible to know whether the 
Greek physicians of the Hippocratic period 
dissected the human body.' 


Dissection was conducted on a large scale 


even in the time of Aristotle, but the human 
body was still taboo. 

Galen dissected chiefly apes and pigs 

What the Greek banned in his own land, 
he permitted and fostered in a conquered 
realm. Under the rule of the Ptolemies, who 
were of Greek descent, human anatomy for 
the first time was studied systematically, 
practically and legally in the famous Alex. 
andrian University. The practice of dissec- 
tion of human beings did not long exist in 
the city of its origin, and after the second 
century it was unknown there. 

The first date of importance is 1231, 
when the Emperor Frederick II decreed that 
a human dissection should be performed at 
Solerno at least once in five years.’ 

When Mundinus (professor from 1306 to 
1326) took the chair of anatomy at Bologna 
(University of Northern Italy), the study 
of anatomy first became popular. The 
bodies were usually those of condemned 
criminals.‘ In the year 1319 there is a 
record of a legal procedure there against 
four medical students for body-snatching, 
the first record that I could find of this 
practice.” 

What annoyed Vesalius in his student 
days was the method of studying anatomy. 
Human cadavers were still so scarce that 
Vesalius found it necessary to climb gallows 
or rob graveyards for material. 

Vesalius’ book on anatomy, which came 
from the press in 1543, is interesting to look 
at in relation to the subject of “body- 
snatching.” For example, the first page of 
the text opens with an O, within which we 
find cupids engaged in the forbidden prac- 
tice of boiling a skull; behind an I the cu- 
pids, with the aid of a lighted torch, are dis- 


_interring a dead body—that is, they are 


acting as resurrection men.® 


Even well into the sixteenth century dis- 
sections were not common. A member of a 
famous Basel family of physicians, Felix 
Plater, has left us in his autobiography, 
details of the dissections he witnessed at 
Montpellier between November 14, 1552, 
and January 10, 1557, only eleven in num- 
ber. How difficult it was at that time to get 
subjects is shown by the risks they ran in 
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“body-snatching”’ expeditions, of which he 
records three.‘ 

The scarcity of anatomical material dur- 
ing this period may be further judged from 
the fact that Rondolet, a professor of the 
medical school of Montpellier, for want of 
other subjects, dissected the body of his 
own dead child before his classes.* 

In 1629, when Rolfink at the University 
of Jena asked for cadavers of criminals for 
dissection, people were so wrought up that 
they hurled stones at him, and culprits be- 
fore being executed implored that they not 
be “Rolfinked.”!! 

Although dissection was legalized in vari- 
ous: parts of the empire in the thirteenth 
and fourteenth centuries, no statutory re- 
quirement seems to have been made to 
provide subjects until, in 1387, we find that 
the Statutes of the University of Florence 
request the authorities to see to the delivery 
of the bodies of three alien criminals each 
year for this purpose. The connection be- 
tween dissection and the punishment of 
crime was to last for 450 years. 


In England and Wales the claims of 
anatomical dissection were recognized by 
the Charter given in 1540 by Henry VIII 
to the United Company of Barbers and 
Surgeons. 


Scotland had been somewhat earlier in 
the field, the Town Council of Edinburgh 
having given in 1505 the Incorporation of 
Surgeons and Barbers “once a year a con- 
demned man after he be dead, to make 
anatomy of, wherethrough we may have ex- 
perience to instruct others.” Although in 
Ireland no specific provision for anatomical 
subjects seems to have been made, eight 
persons are mentioned as Readers of Anat- 
omy in the Charter to the Barbers, Sur- 
geons, Apothecaries, and Periwig Makers 
of 1687. In France, by the middle of the 
seventeenth century, dissection was prac- 
ticed openly. 

In the British Isles, the official arrange- 
ments for dissection soon proved inade- 
quate, and by the first half of the eighteenth 
century, “private anatomies” were becom- 
ing so common that it was clear that the 
attempts to put them down were hopeless; 
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already the prevalence of body-snatching 
had led to riots in Edinburgh in 1725. and 
1742. :) 


The following is from an article in “Scots 
Magazine” of March 1742, reprinted in a 
1942 issue of the Edinburgh Medical Jour- 
nal: “For sometime past there was grounds 
to suspect the unjustifiable practice of 
stealing corpses out of their graves was be- 
coming too common here; and on the 9th 
of March, a dead body was found in a house 
near the shop of Martin Eccles, Surgeon, 
(which upon inquiry was found to: be one 
Alexander Baxter’s, who had been*interred 
in the Westkirk yard, March 2). Upon this 
discovery the populace was enraged, and 
crowded the place, threatening destruction 
to the Surgeons. Towards night the mob 
increased, (notwithstanding the precau- 
tions used by the magistrates) and having 
seized the Portsburgh drum, they beat to 
arms down the Cowgate to the foot of Nid- 
dery’s wynd, till the drum was taken from 
them by a party of the city-guard. How- 
ever, that night they broke several Sur- 
geons’ windows, and next evening ‘forced 
their way into Mr. Eccles shop, though 
guarded by a party, and fell to demolishing 
everything. But the magistrates, attended 
by their officers of the trained bands, con- 
stables, etc., attacked and dispersed the 
mob, and most of them having run out 
at the Netherbow, that and the other gates 
of the city were shut, by which they were 
in a great measure quelled. Mr. Eccles and 
his apprentices were cited to stand trial 
before the magistrates, as accessory: to the 
raising of dead bodies. Two of the-appren- 
tices absconded; and Mr. Eccles and the 
other three appeared ; but no proof came out 
against them. , iN 


“On the 13th of March the Incorporation 
of Surgeons met and after having taken 
the above affair into their serious consid- 
eration, for their own vindication, and to 
testify their abhorrence of so wicked a 
crime, they inacted, ‘That each apprentice, 
or servant, who shall be found accessory 
to the raising of dead bodies out of their 
graves, or, knowing the same to have been 
so raised, shall dissect, or witness the dis- 
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section of any such body, shall forfeit the 
freedom of the corporation, and all priv- 
ilege competent to them by virtue of their 
indentures; and be immediately extruded 
from their master’s service.—That freemen 
found guilty, shall be expelled from the 
society and they offer 100 marks for the 
discovery of each offender.’ _ 

“On the 15th at night, the mob, upon a 
rumor that George Haldane, one of the 
Beadles of the Westkirk, had been accessory 
to the raising of dead bodies, fell upon his 
house near the Westkirk, consisting of two 
stories and a garret, calling it Resurrection- 
hall, as if built by the gains of that unlaw- 
ful traffic; and finding some pieces of old 
coffins, they were so exasperated, that they 
destroyed or carried off everything found in 
it. Next morning, about nine o’clock, they 
uncovered the house, pulled down the parti- 
tions, then set fire to the whole, and after- 
wards laid the walls level with the ground, 
without the least opposition, tho’ thus em- 
ployed all day. The 18th, Haldane published 
the following declaration in the newspaper: 


‘All Doctors or Surgeons in Edinburgh or 
about it, or within the Kingdom of Scotland, 
or any other person that can make it evi- 
dent that I had any hand or part in lifting 
corpses in the West Church yard, I come in 
the judges hands to suffer death.’ Signed 
George Haldane. 


“The 18th, a mob entered the house of 
Peter Richardson, gardener at Inveresk, 
four miles east from Edinburgh, and burnt 
it, on a suspicion of his having been acces- 
sory to the raising of dead bodies in In- 
veresk church-yard. 

“On the 26th, a street-chair with all its 
furniture, was, by a sentence of the magis- 
trates, burnt at the cross by the common 
executioner, having some weeks before been 
stopt at the Netherbow port with a stoln 
body in it. John Drummond the chair- 
master and John Forsyth, the chair-carrier, 
deposed, that they were betrayed into this 
scrape, and at last impelled to take in the 
corpse; but notwithstanding, they were 
banished the city. 

“P.S. Notwithstanding the troubles occa- 
sioned by the raising of dead bodies, and 


GRINDLE—Body Snatchers 


the beforementioned rigorous punishments 
inflicted by the populace, one John Samuel, 
Gardener at Grangegateside was detected 
April 6th, at night at the Potter-row port, 
carrying the corpse of a child that had been 
buried the Thursday before in Pentlow kirk- 
yard, whiched the waiters stopped, suspect- 
ing it to be prohibited goods. The fellow got 
off; but the enraged populace ran furiously 
to his house, and destroyed everything they 
found in it, except the cloaths and bedding 
of his wife and children, which out of com- 
passion they gave them. Samuel absconded, 
but was next day apprehended, and com- 
mitted prisoner to the city-jail. Upon a 
“fama clamosa”, the mob had visited -this 
Samuel’s house immediately after demolish- 
ing Haldane’s; but were prevailed upon by 
the neighbors not to touch it; they only 
warned him to be on his good behavior: 
but it seems the love of money made him 
insensible of his danger. : 


“(July) John Samuel has been tried be- 
fore the Justiciary, for violating the sepul- 
chres of the dead. The jury’s verdict was 
in these words: ‘We by a plurality of voices 
find, That the pannel, the time and place 
libelled, was seized with a bag and that the 
child so seized was Gaston Johnston, son to 
Robert Johnson (Wigmaker in Bristo, Edin- 
burgh) pursuer. Find, That the grave of 
the said child at Pentland has been broken 
open, and the body carried out of the coffin; 
but do not find it proven that the pannel 
opened the said grave.’ The pannel was 
thereupon sentenced to be whipt thro’ the 
city Edinburgh, and banished Scotland for 
seven years.—The court seemed to be of the 
opinion that a corpse raised from the grave 
being found in the possession of a person, 
was relevant to infer his being guilty at and 
part of the detestable crime of violating the 
sepulchres of the dead; and if such low 
tools as the pannel were punishable, much 
more ought his employers. It was also ob- 
served, that by.the Civil Law this crime was 
punished with death.—Samuel was accord- 
ingly whipt July 28; but by the care of the 
magistrates was protected from an insult 
by the populace.’’!? 


The revival of anatomy about 1750 under 





i ganized into rival gangs. 
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the Hunters in London and the Munros in 
Edinburgh rapidly increased the number of 
students and still more the demand for 
bodies, since formal demonstration by the 
lecturer no longer sufficed and students car- 
ried out many dissections for themselves. 
This brings us to our second period—the 
Golden Age of the Resurrectionists. These 
were of two types: the students themselves, 
often led by the professors’ assistants; and 
professional body-snatchers, who worked at 
first singly or in pairs, but were later or- 
The professional 


7 body-snatchers depended mainly upon dis- 
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interment, but used other tricks, such as 
impersonation of relatives and stealing be- 
fore burial. At first prosecution was rare— 
indeed, the law on the subject was doubtful, 
and the body-snatchers themselves were 
convinced that they could not be indicted 
unless they removed the grave-clothes or a 
portion of the coffin. 

With the increase of the traffic, more 
frequent and open disinterment led to pub- 
lic odium, and the extraordinary state of 
affairs is best described in the sober words 
of the Report of the Parliamentary Select 
Committee on Anatomy of 1828: 


“In proportion as the public became vigi- 
lant, the laws relating to sepulture were in- 
terpreted and executed with increasing 
rigour; and as the price of the subjects rose 
with the difficulty of obtaining them, the 
premium for breaking the laws increased 
with the penalty. The exhumators_ in- 
creased in number, and, now being treated 
as criminals, became of a more desperate 
and degraded character. The parties of dar- 
ing men who now took to raising bodies did 
it happen (as was frequently the case) that, 
while in the pursuit of the same spoil, they 
fell in one with another, actuated by vin- 
dictive feelings, and regardless of the cau- 
tion and secrecy in which.the successful 
continuance of their hazardous occupation 
must depend, had contests in the places of 
sepulture—left the graves open to public 
gaze, or gave information to magistrates, 
or the relatives of the disinterred, against 
their rivals. The public was excited against 
the teachers of anatomy by these outrageous 
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acts ; ‘and this to such a degree, that of late, 
in many cases, individuals, out of solicitude 
to guard the dead, have taken upon them- 
selves to dispense with the laws of their 
country, and have fired upon parties at- 
tempting disinterment.’ ’* 

These criminals, as they now were, also 
were known by the various names of fish- 
ermen, body-snatchers, sack-’em-up men, 
and resurrectionists. These resurrection- 
men became absolutely indispensable to the 
anatomist, for they were practically the only 
source from which subjects could be pro- 
cured. , 

If a resurrectionist was imprisoned, the 
anatomist helped him and supported his 
family. If an anatomist refused to traffic 
with them, or protested at their frequent 
extortions, not only was he deprived of ma- 
terial, but he was marked for vengeance. 
The stronger gangs, by intimidation and 
bribery, by employing sextons, watchmen, 
grave-diggers, and undertakers, monopol- 
ized the cemeteries, and dictated terms to 
the men of science. Corrigan, who described 
the water-hammer pulse, thus summed up 
the situation: “The absurdity still existed 
that while the law punished any one found 
procuring a dead body for dissection; the 
educational laws required that every can- 
didate should possess a practical knowledge 
of it.” In the early nineteenth century, 
Englishmen could become physicians and 
surgeons only by violating the law. 

Another oddity of this law consisted in 
the provision that to steal a dead body con- 
stituted a misdemeanor, but to steal an inch 
of the dead body’s grave-clothes meant a 
felony ; naturally the resurrectionist left the 
grave-clothes behind in the coffin, though 
on rare occasions haste made them careless. 
For example, the well-known body-snatch- 
ers, Vaughan and his wife, after attending 
two funerals in one day at Plymouth, ex- 
humed the bodies at night-fall. Detected, 
they were sentenced to one month’s impris- 
onment; they were then tried for a stocking 
which had clung to one of the dead legs, 
and were transported for seven years. 


The resurrection-men boldly entered 
work-houses and poor hospitals, claiming to 
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be relatives of the recently deceased ; usual- 
ly they. secured their prey, for the authori- 
ties welcomed the opportunity of saving the 
expense. of a pauper’s funeral.’ At times 
they sold a body to one anatomist, stole it 
from him, and resold it to another; at other 
times,they delivered drunkards, instead of 
subjects, iin their sacks, and pocketed their 
pay before the deception was discovered. 
A gang would demand a large bonus from 
a school on the grounds that they would not 
supply material to any other school, and by 
this device received bonuses from every 
school. The resurrectionist suffered far 
more from rival resurrectionists than from 
the police. They were men of skill and cun- 
ning, and as restrictions tightened, the price 
of the cadaver increased. In the season when 
there was no dissection in England, they 
traveled to France or Spain in the wake of 
the armies; after a battle they extracted the 
teeth of ‘the fallen soldiers, and realized for- 
tunes from the London dentists. The resur- 
rectionist, Butler, upon being asked where 
he got his teeth, replied, “Oh, sir, only let 
there be a battle, and there’ll be no want of 
teeth. I'll draw them as fast as the men 
are knocked down.’’® 


The laconic diary of a London anatomist 
in 1811, who had the assistance of two “pro- 
fessionals” called Jack and Butler, shows 
the wholesale way in which resurrectionists 
worked. “Got siz, packed three for Edin- 
burgh, one to Guy’s. January 15, Packed 
two large, one small for Edinburgh. Jack 
and Butler drunk as before.” Jack (Har- 
nett) generally worked with his friend, 
Crouch, and these two combined the accom- 
plishment of body-lifting with that of horse 
and teeth stealing, amassing thus 6,000 
pounds.® 

A resurrectionist—probably the notorious 
Ben Crouch—admitted to having made a 
complete corner in the supply for London 
between 1809 and 1813. According to his 
book,‘in 1809, “the number (of bodies) in 
London was 305 adults and 44 small sub- 
jects under three feet; but. the same year 
there were 37 for Edinburgh and 18 we had 
on hand that were never used at all.’ 


An illustration of the hate that the gen- 
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eral populace had for these men is recorded 
in Darwin’s autobiography in which he 
says: 

“I once saw in the streets of Cambridge 
almost as horrid a scene as could have been 
witnessed during the French Revolution. 
Two body-snatchers had been arrested, and 
while being taken to prison had been torn 
from the constable by a crowd of the rough- 
est men, who dragged them by their legs 
along the muddy and stony road. They were 
covered from head to foot with mud, and 
their faces were bleeding either from having 
been kicked or from the stones; they looked 
like corpses, but the crowd was so dense 
that I got only a few glimpses of the 
wretched creatures.” 

The dexterity of the resurrection-men 
with crowbar and chain was nothing short ° 
of marvelous. With utmost speed, without 
a sound they removed a body in the dark- 
ness, put back the death-clothes, and re- 
stored the grave so skillfully that many 
flowers were planted and thousands of tears 
were shed over empty coffins. 


Sir Astley Cooper informed the Commit- 
tee of the House of Commons on one occa- 
sion: that the anatomical teachers of 
England were entirely “at the feet of the 
resurrection-men.” It was not pleasant to 
be at the feet of such men, because they 
were not gentlemen: for example, a typical 
resurrectionist, the tall, pale-faced Merri- 
lees, sold his sister to the surgeons.* 


To protect the dead, many plans had been 
tried, which only briefly can be mentioned 
here. Well-to-do persons hired watchers 
with loaded blunderbusses at 6 d (pennies) 
a night, with free liquor, to guard the 
graves of relatives until putrefaction was 
too far advanced for the bodies to be worth 
exhuming, and iron cages to prevent ex- 
humation still exist in some of the grave- 
yards more than fifty miles from Edin- 
burg.* 


Much importance was placed on the use 
of spring-guns and iron coffins, and in an 
advertisement printed October 13, 1822, we 
learn that “the only safe coffin is Bridg- 
man’s Patent Wrought iron one, charged 
the same price as a wooden one, and is a 
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superior substitute for lead.” There was 
another maker of patent coffins, who is 
mentioned by Southey in his ballad called 
“The Surgeon’s Warning.” The ballad 
shows the fear of a dying surgeon, lest his 
apprentices should serve him after death, 
as he, during his life, had served other 
persons : 


“And my ’prentices will surely come 
And carve me bone from bone, 
And I, who have rifled the dead man’s 
grave, 
Shall never rest in my own. 


Bury me in lead when I am dead, 


My brethren, I entreat, 
And see the coffin weigh’d I beg, 
| Lest the plumber should be a cheat.” 


The surgeon’s wishes were duly carried 
y out as regards his coffin; money was given 
to watchers to keep guard over the grave. 
i The “ ’prentices”, however, were able to buy 
| the watchers, and so: 


“They burst the patent coffin first, 
And then cut through the lead, 
| And they laughed aloud when they saw the 
: shroud, 
i Because they had got at the dead. 
: 
And they allow’s the sexton the shroud 
And they put the coffin back, 
And nose and knees they did squeeze, 
The surgeon in a sack.” 


Here is the final verse: 








“So they carried the sack pick-a-back, 

» And they carved him bone from bone, 
But what became of the surgeon’s soul, 

Was never to mortal known.” 


: 
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That all protective devices at times were 
luseless is evidenced by the testimony which 
was given before the House of Commons 
(Select Committee on Anatomy) in London 
1828, by Sir Astley Cooper, who often paid 
huge sums to the Resurrection-men. Of Sir 
Astley it may truly be said, that no man 
knew so much of the habits of the crimes, 
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and of the few, if any, good works of the 
“sack-’em-up”’ men.! 

By 1820 the matter had become a public 
scandal. In 1828, of 800 students in Lon- 
don, about 500 actually dissected. Since the 
optimum number of subjects per student 
was said to be three—two for dissection and 
one for operative surgery—about 1,500 
bodies were annually required. The price 
per body was eight to ten guineas (one 
guinea equals 21 shillings or about five dol- 
lars), and had been as high as 16 guineas, 
as compared with one or two guineas 30 
years previously. The state of public opin- 
ion was such that, according to Sir Astley 
Cooper, there was practically no chance of 
obtaining bodies from the London burial 
grounds by disinterment, and the chief 
source of supply was importation from 
abroad, mainly from Dublin. These might 
be seized by the Customs if detected, and 
were often so putrefied as to be unfit for 
use. An ingenious ex-naval captain in Dub- 
lin not only organized the export of bodies 
from that city but raised a public fund to 
pay watchers to prevent exhumation; with 
the fund he paid his own agents, ostensibly 
as watchers but actually as resurrection- 
ists.* 


Although Dublin was said to be a source 
of bodies, it is of interest that earlier'in a 
letter written December 2, 1818 by Dr: John 
Cheyne, who was one of the founders of the 
Dublin School of Medicine and whose name 
is linked with that of William Stokes in 
“Cheyne-Stokes” respiration, the following 
is found: 

“The bodies used in most of the dissect- 
ing rooms are deprived from the great 
cemetery for the poor called the Hospital 
Fields; these, there being no regular resur- 
rection-men, are procured by the pupils 
who, fixing upon a grave, are influenced by 
the appearance of fresh earth scattered 
around it, by the freshness of the sods if 
there are any, and by the looseness of the 
substratum of soil, which is probed by a 
pointed iron instrument called “a ‘poker.” 
But notwithstanding great enterprise and 
exertion and disregard of danger which is 
sometimes also great, the work being done 
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by amateurs, and not by regular members 
of this part of the profession, disappoint- 
ments ensued, and the subjects raised were 
often in an advanced state of putrifaction 
and certainly the dissecting rooms are often 
supplied with bodies which have been under 
the ground for a fortnight or three weeks. 
In the work of exhumation the upper part 
of the grave is cleared, the corresponding 
part of the coffin is torn up, and then by 
means of a noose around its neck, the body 
is extracted by main force. The bodies tied 
up in a sack, neck and heels, are subject to 
great violence during their transport from 
the burying ground—as for example, they 
are dropped from a high wall, by which, as 
is well-known, fractures of the cervical ver- 
tebrae not infrequently occur.’”® 


In Edinburgh the situation was even 
worse for that is where the famous crimes 
of Burke and Hare were committed.* 


These were two Irishmen, who lived in 
Tanner’s Close in the West Port, in Edin- 
burgh. William Hare and Margaret Laird 
kept a lodging-house where a bed could be 
procured for a few pence; William Burke 
and Helen McDougal resided near by. All 
four drank constantly. Among Hare’s 
lodgers, an old army pensioner, named Don- 
ald, dying before his quarterly pension ar- 
rived, owed his landlord four pounds. The 
parish officer came and placed Donald in 
a coffin. Hare wondered how to collect his 
debt, and talked the matter over with his 
friend Burke. Neither had ever been a 
resurrection-man, but they knew that bodies 
could be sold to the doctors. The parish 
undertaker returned and took away the cof- 
fin, which was now filled with tanner’s 
bark, for the corpse of Donald was lying in 
Hare’s bed. Burke and Hare went to the 
college quadrangle, and there a student, a 
pupil of Robert Knox, directed the pair to 
Number 10, Surgeon’s Square. They re- 
ceived for it twice the amount of the debt, 
no questions were asked, and they were 
urged to come again as soon as they had 
another subject. The date on which this 
occurred—November 29, 1827—is of deep 
significance in medical annals. 


Another of Hare’s lodgers, Joseph, the 
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miller, lay sick with fever. He was going 
to die anyway, and his continued illness 
might be bad for the business of the house, 
so Burke and Hare smothered him and sold 
his body to Knox for ten pounds. After 
that, “Sold to Dr. Knox for ten pounds,” 
became a frequent item in the accounts of 
the new firm. A nameless Englishman, 
“who used to sell spunks in Edinburgh,” 
suffering from jaundice, was next on the 
list. The partners now began prowling the 
streets for subjects, noting the friendless 
men and women who haunted the neighbor- 
hood. Every week, Abigail Simpson, who 
sold salt and camstone came to Edinburgh: 
Hare and his wife invited her in for a drink, 
and the next day she was sold in a tea-chest. 
Knox was pleased with the fresh state of 
the body, but he asked no questions. Mrs. 
Hare offered several others the hospitality 
of her whiskey, and they went straight from 
Tanner’s Close to Surgeon’s Square. One 
morning Burke saw two policemen dragging 
a drunken creature to the watch-house. “Let 


her go,” he said, “I know where she lives 
and will take her home.” After sunset, Knox 


owned her. Burke enticed old Effie, the 
cinder gatherer, to Hare’s stable, made her 
drunk, and smothered her—or as we now 
say, “burked her.” Mrs. Hare suggested 
that Mrs. Burke be turned into merchan- 
dise, but Burke was too fond of his Nellie 
for that. 


Ann McDougal, a relative of one of 
Nellie’s other husbands was next when she 
came to visit Nellie. Hare commenced the 
stifling and Burke completed it. Burke did 
not want to begin first since the woman 
was a distant friend. Mary Haldane and 
her daughter, two streetwalkers, were next. 

This catalog had several other entries, 
and the procedure was similar; one lay on 
the victim, and the other placed his hands 
over the nose and mouth—death came with- 
out leaving a mark. At times fortune fa- 
vored the firm. Burke was about to bring 
in a forlorn old man, when he was greeted 
by a hearty Irishwoman, who was holding 
cn to the hand of her grandson, a boy dumb 
since birth. She knew Burke, and told him 
she was searching for some friends, but did 


a o—- -e - — —  -  — ee ee — ee — oe — | 





GRINDLE—Body Snatchers 


not know their address. As two bodies 
brought more than one, Burke dismissed the 
old man, and told the woman that “he knew 
the whereabouts of the folk.” She followed 
him home, drank the proffered bottle, 
while the women watched the child, and 
when she was so drunk that she could offer 
no resistance, she was burked. The next 
morning the dumb lad showed by his actions 
that he was alarmed at being left alone; 
Burke himself said that he looked up at him 
with frightened imploring eyes, but Burke 
knew he could not cry out, and taking the 
dumb thing on his knee he broke his back. 
The tea chest was not large enough this 
time, and so they were stuffed into a her- 
ring-barrel and sold to Knox for 16 pounds. 

Daft Jamie, a boy of 18, was next, and he 
too brought ten pounds. As Burke declared, 
“Mrs. Hare led poor Jamie in as a dumb 
lamb to slaughter, and as a sheep to the 
shearers.” 


Mary Paterson, a Venus of the Pavement, 
was next to meet up with Burke, one morn- 
ing after she had spent a night in the watch- 


house. He invited her to his lodgings for 
breakfast, and Bonnie Mary, eighteen, alone 
and fearless, went with him. Within a few 
hours the body of Mary Paterson was at 
Surgeon’s Square. 

Henry Lonsdale has described the sensa- 
tion produced by Bonnie Mary: “The body 
of the girl Paterson could not fail to attract 
attention by its volumptuous form and 
beauty; students crowded around the table 
on which she lay, and artists came to study 
a model worthy of Phidias and the best 
Greek art. A pupil of Knox’s, who had been 
in her company only a few nights previous- 
ly, stood aghast on observing the beautiful 
lais stretched in death, and ready for the 
scalpel of the anatomist. .. . Knox, wishing 
for the best illustration of the female form, 
had Paterson’s body put in spirit, so that 
when he came to treat of the myological 
division of his course, further publicity was 
given to her remains.” 

It was on a halloween night that the firm 
of Hare and Burke transacted its last busi- 
ness. A little old lady named Docherty met 
Burke, was made drunk, and _ finally 
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“burked.” However, some other guest of 
Burkes, Mr. and Mrs. James Gray, became 
too nosey the next day and discovered the 
body under a straw mattress before it could 
be moved. They told the police of their 
finding even though Burke attempted to 
bribe them, and so finally the “‘jig- was up.’’® 

The trial of Burke and Helen McDougal 
began at ten o’clock in the forenoon of 
Wednesday, December 24, 1828. It was 
continued, with certain intervals for re- 
freshment, until nearly ten o’clock the next 
morning. It was on Christmas morning, 
December 25, 1828, that the jury after an 
absence of fifty minutes, returned the fol- 
lowing verdict: “The jury find the pannel, 
William Burke, guilty of the third charge in 
the indictment, and find the indictment not 
proven against the pannel, Helen McDou- 
Burke was promptly sentenced to be 
hanged “upon a gibbet until he is dead, and 
his body to be delivered to Dr. Alexander 
Munro, Professor of Anatomy in the Uni- 
versity of Edinburgh, to be by him publicly 
dissected and anatomized.” 

Hare saved his neck by becoming King’s 
evidence, but later on his identity was dis- 
covered by some workmen in England, 
where he fled, and he was thrown in a vat 
of lime with the result that his eyes were 
burned out. 


Burke was hanged in the presence of an 
enormous crowd, estimated at 37,000 per- 
sons, whose members had assembled to show 
their delight. On the scaffold, Burke’s com- 
posure left him amid jeers, curses, and 
taunts of the multitude. Definite cries of 
“Hang Hare, too,” “Where is Hare?”, and 
“Hang Knox,” were mingled with curses. 
against Burke. 


On the morning of the following day, in 
the presence of a select audience, Burke’s 
body was examined in one of Dr. Munro’s 
rooms. Early in the afternoon, complying 
with the sentence of the court, Alexander 
Munro III publicly dissected the body of 
Burke. It was probably the most exciting 
anatomic afternoon recorded in the annals 
of history. Burke’s body was carefully dis- 
sected. His skeleton was preserved and now 
hangs where all may see it. 
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Robert Knox had his life wrecked, ruined, 
and embittered by the fortuitous ‘circum- 
stances which caused the murderers, Burke 
and Hare, to cross his path. 

The -rifling of graves had been sad 
enough, but now, murder had added new 
terrors. Each family assembled its mem- 
bers long before the disappearance of the 
sun; doors were locked with double care; 
working men came home at night only in 
groups, and even the “unfortunates” rarely 
were seen. in the streets. All were fearful 
that, suddenly as well as unwillingly, they 
might be converted into anatomic material.' 

The excitement created by the trial was 
so great that it finds reflection in the works 
of Walter Scott, DeQuincey, George Eliot, 
Mrs. ..Gaskell, Robert Louis Stevenson, 
Charles Dickens, and Robert Southey." 


A bill regulating Anatomy Supply was 
finally drawn up, but failed to pass its sec- 
ond reading in June of 1829. 


Nothing was done for the next year until 
the following November when a second no- 
torious crime completed the work of rousing 
public opinion which Burke and Hare had 
begun. On November 5, Bishop and Wil- 
liams (or Head) tried to sell the body of 2 
boy of 14 to King’s College. Its appearance 
raised in the porter’s mind a suspicion of 
foul play, and the Demonstrator of Anato- 
my ‘detained the men with the excuse of 
getting change for a 50 pound note—the 
agreed price was nine guineas—until the 
police arrived. A postmortem examination 
showed fractures of the cervical vertebrae, 
and it was finally found that the body was 
that of an Italian boy, Carlo Farrari, who 
had..been lured by the murderers to an 
empty house in Nova Scotia Gardens, 
drugged with opium, overpowered after a 
struggle, and drowned by hanging head 
downwards in a well. Bishop and Williams 
also confessed to the murder of a woman 
and a boy for the same purpose, and these 
confessions were magnified in the popular 
imagination until the victims of “burking” 
were believed to number hundreds. They 
were hanged on December 5, and on Decem- 
ber 15 Mr. Warburton introduced into Com- 
mons his second Anatomy Bill, which 


passed, on August 1, 1832. This is the act 
which governs anatomical supply today in 
Britain.* 

In the United States no dissection of the 
human body was made until 1751 when 
Thomas Calwalader dissected in Philadel- 
phia. In 1765 riots repeatedly interrupted 
William Shippen’s lectures on anatomy be- 
cause of objections to his recourse to human 
dissection. A contemporary rhymster played 
upon the sentiments of mourners in his dog- 
gerel of a corpse protesting: 


“The body-snatchers they have come 
And made a snatch at me; 

It’s very hard them kind of men 
Won’t let a body be! 

Don’t go to weep upon my grave 
And think that there I be; 

They haven’t left an atom there 

Of my anatomy.” 


Even more violent expressions of public 
disapproval occurred in New York during 
the winter of 1788, where it is reported that 
the public was angered because medical stu- 
dents dug up bodies “not only of strangers 
and blacks—but the corpses of some re- 
spectable persons.” What has been called 
the “Doctor’s Mob” broke into the building 
where Wright Post was teaching a course 
in anatomy and destroyed a valuable collec- 
tion of anatomical and pathological speci- 
mens. The militia had to be called out to 
prevent the threatened lynching of doctors 
imprisoned in jail for safekeeping, and 
three members of the crowd were killed. 
About the same time outbreaks against dis- 
section occurred in Baltimore. Other similar 
attacks occurred in the United States, and 
in 1844 the equipment of the college in St. 
Louis was destroyed.'! 

Dr. Windle, speaking at a Founder’s Day 
Address in 1943 for the Northwestern Uni- 
versity Medical School, has this to say about 
early dissection and anatomy at that Medi- 
cal School: 

“The practical work in anatomy was con- 
cucted in the dissecting room, and at that 
time after dark, a reminder of the day when 
human dissection was conducted surrepti- 
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tiously if at all. The professor of anatomy 
was assisted by a demonstrator of anatomy. 
The duties of the demonstrator were fully 
as essential as those of the professor, for it 
was he who procured the material for dis- 
section in addition to making the dissections 
for demonstrations. Obtaining cadavers was 
a nefarious and dangerous task in 1859. 
There were no laws in this part of the coun- 
try to make possible the use of unclaimed 
dead for anatomical purposes,g4 None was 
passed in Illinois until 1833—Lafter a great 
scandal in Ohio which followed discovery 
of the body of a son of a former President 
of the United States, shorn of patriarchal 
beard and hanging by the neck in an ele- 
vator shaft of a medical college. Medical 
assistants in those days really earned their 
salt, in fact, they risked their lives for the 
good of their profession. Only a few years 
before, at St. Charles, Illinois, one was 
killed and the professor of anatomy 
wounded by a mob bent upon recovering 
the body of a fellow townsman. The pro- 
fessor’s house, with bullet holes in the door, 
still stands in St. Charles.”!” 


The imperative need for scientific medi- 
cal investigation by working directly with 
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the human body through dissection is now 
recognized. Legislation is regulating the 
supply, and illicit body-snatching has there- 
fore become unnecessary.!! 
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THE ANNUAL MEETING 


The Annual meeting of the State Medical 
Society was without a doubt one of the most 
successful meetings that the organization 
has had in past years. Part of the success 


of the meeting may be attributed to the vis- 
itation of some six well known out of state 
physicians which was made possible by the 
action of the Executive Committee. The six 
visiting physicians all gave very well worth- 
while presentations. The opportunity given 
to the members of the Organization to talk 
to them after their formal papers was a 
splendid chance to meet some of the medical 
leaders of this country. 

The attendance was quite good, slightly 
under 800 people registered, of whom 174 
were from out of New Orleans. 

The meeting was marred by the unfor- 
tunate absence of President McMahon, who 
was recovering from an emergency ap- 
pendiceal operation. We are glad to say 
that Dr. McMahon is now well on the road 
to recovery, nevertheless the members 
missed this outstanding, always pleasant 
and agreeable member of the Society who 
held the highest honor that the Society can 
confer on one of its members. 

The various actions taken by the House 
of Delegates will be reported in the organi- 
zation section of the Journal. 

It might be added that we are indeed 
pleased to note that the next meeting of the 
organization will be held in Monroe whose 
physicians have a reputation for hospitality 
second to no other group in the State. 
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NEW OFFICERS 


The House of Delegates in their selection 
of officers, committees and delegates and 
alternates to the American Medical Asso- 
ciation has chosen a group of physicians 
who are outstanding in organized medicine. 
The Journal wishes to congratulate the 
House of Delegates upon its selections and 
at the same time extend its felicitations to 
the new officers who will be called upon to 
serve the State Society. 

For the coming year Dr. Gilbert C. An- 
drson of course, will be the President. Dr. 
Anderson has been very active in organized 
medicine as well as on various charitable 
boards and similar activities in the city. Dr. 
Anderson is one of the faculty of the Lou- 
isiana State University Medical School and 
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is a past president of the Orleans Parish 
Medical Society. 

The new President-elect, Dr. M. D. Har- 
grove, was the unanimous choice of the 
House. We know of no better man who 
could have been selected for this position. 
He has participated actively in the doings 
of the Shreveport Medical Society and the 
State Medical Society. He at one time was 
president of the Shreveport Medical Society 
and Vice-Chairman of the House of Dele- 
gates of the State Medical Society. After 
graduating from Tulane Dr. Hargrove 
promptly specialized in internal medicine 
and has become one of the superior in- 
ternists in the state. 

For the position of First Vice-President 
Dr. P. H. Jones, former president of the 
Orleans Parish Medical Society, was chosen. 
Dr. Jones is one of the best known intern- 
ists and consultants in the City of New 
Orleans and his reputation as a doctor is 
thoroughly and well established. 

The Second Vice-President, Dr. Arthur 
D. Long, is a psychiatrist of note and fame 
who is at the present time the president of 
the East Raton Rouge Parish Medical So- 
ciety. 

For Third Vice-President, Dr. Charles B. 
Odom was the choice of the House of Dele- 
gates. A man of undoubted charm, Dr. 
Odom’s record in the war and his activity 
with the Lakeshore Hospital are definite 
proofs that a good man was made the Third 
Vice-President. 

We are very glad indeed that all of the 
Councilors whose term of office had ex- 
pired were re-elected. Dr. Guy Jones, of 
the Third District, Dr. W. E. Barker, Jr., 
of the Sixth District, Dr. C. A. Martin, of 
the Seventh and Dr. O. B. Owens, of the 
Eighth, have proved their worth and well 
deserved re-election. 

We are also delighted to know that Dr. 
P. T. Talbot was re-elected as Secretary- 
Treasurer for a five-year term. Dr. Talbot 
has given unselfishly and devotedly to the 
interests of the Society and merits well his 
selection. 

Dr. A. V. Friedrichs, having proved very 
successfully his ability as presiding officer 
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of the House of Delegates was again made 
Chairman of the House and to succeed Dr. 
Hargrove, who had been Vice-Chairman, 
Dr. J. P. Sanders was unanimously elected. 

The list of the various committees elected 
by the House will be published in the or- 
ganization section. Suffice it to say that 
all of the members of standing committees 
whose terms expired at this meeting were 
re-elected, illustrative of the excellent work 
which has been accomplished by these com- 
mittee members. 

The delegates to the A. M. A. remain the 
same but Dr. A. A. Herold was added as an 
alternate to replace Dr. Hargrove, the Pres- 
ident-elect. 


ray 
vv 





NEOPLASTIC DISEASE ABSTRACTS 


The Orleans Parish Unit and the Lou- 
isiana State Division of the American Can- 
cer Society are sending out abstracts of re- 
cent important articles having to do with 
cancer and other forms of malignant dis- 


ease. These abstracts are splendid and the 
organization is to be congratulated upon 
making available this service for the doc- 
tors. The abstracts are brief but contain 
the essential features of an article which 
may appear in any one of a large number 
of jurnals; many more than the average 
doctor could see or read. 

These abstracts are being sent to every 
registered physician in the state. They can 
be recommended wholeheartedly for quick 
perusal of recent development in the field 
of neoplastic disease. ; 

The headquarters of the American Can- 
cer Society is also sending out a periodical 
annotated list of current cancer literature. 
This list contains complete references of 
articles in the cancer field appearing in 
medical journals which have appeared the 
previous month. Approximately one-third 
of these articles have brief annotations 
after the title of the article. It would seem 
that the cancer societies are making an 
earnest effort to acquaint physicians with 
the very latest information in regard to 
neoplastic disease. 

The abstracts sent out by the state divi- 









sion of the American Cancer Society would 
seem to be very much more practical for the 
practitioner of medicine, whereas the bib- 
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liographical index of the American Cancer 
Society would be of particular value to |i- 
braries and librarians. 













1947 MEETING OF HOUSE OF 
DELEGATES 


There were many matters of importance 
discussed and acted upon by the House of 
Delegates during two sessions held at the 
time of the 1947 meeting of the State So- 
ciety. Communications will be sent to all 
members and to parish societies in refer- 
ence to several of these matters and it is 
hoped that cooperation and assistance will 
be given in carrying out the wishes of the 
House of Delegates in every manner pos- 
sible. The following abstracted minutes in- 
clude all action taken and approved by the 
general membership at a meeting held im- 
mediately following the session of the 
House of Delegates on May 14. The com- 
plete report of the Committee on Medical 
Defense is published in accordance with 
requirement of the By-Laws and the report 
of the Committee on Resolutions in accord- 
ance with recommendation contained in the 
report which was approved by the House. 


4). 
vv 


























ABSTRACTED MINUTES 
ROLL CALL 
First session 70 delegates, 16 officers and 10 
past presidents present. Second session: 37 dele- 
gates, 12 officers and five past presidents present. 
MINUTES 
Minutes of 1946 meeting of House of Delegates 
and of Executive Committee since 1946 meeting of 
House of Delegates approved. 
COMMUNICATIONS 
State Board of Health concerning EMIC Pro- 
gram: Action of the House of Delegates and Exe- 
cutive Committee was reaffirmed and a committee 
is to be appointed to meet with the President of 
the State Board of Health to ascertain his reac- 
tions on this subject. 
American Medical Association in re Sectian on 


















ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contri- 
bute to the understanding and fortification of our Society. 

An informed profession should be a wise one. 


General Practice of Medicine: Received and filed. 

Louisiana Pharmaceutical Association in re 
Council on Medical, Dental, Pharmaceutical and 
Allied Services: President to appoint a committee 
to look into this matter, action to be taken after 
the matter is reported to the Executive Committee. 

State Medical Societies in re appointment of A. 
W. Dent to Federal Hospital Council: House of 
Delegates went on record as not approving appoint- 
ment on grounds of not sufficient qualifications, 
the secretary again to inform Mr. Warren Miller 
and congressmen from Louisiana of the action 
taken and the Executive Committee instructed to 
go on further, if possible, to get this appointee re- 
moved, sending copy of resolution to each senator 
and congressman from Louisiana. 

Louisiana State Allergy Society in re organiza- 
tion and participation in State Society program: 
Motion made and carried that the allergists be 
given recognition. 

State Chairman of the Conference of County 
Medical Society Officers in re meeting in Atlantic 
City: Received and filed. 

Orleans Parish Medical Society in re notarial 
requirement for narcotic license: Delegates to 
A. M. A. instructed to do all in their power to 
have the A. M. A. go on record as favoring the 
resolution incorporated in this communication. 

Citizens Committee of New Orleans in re beds 
for tuberculous patients; House of Delegates went 
on record as approving the action taken thus far by 
this committee. 

Mr. C. P. Loranz in re inability to attend meet- 
ing: Received and filed. 

Dr. Rhett McMahon in re flowers and telegram 


received from House of Delegates. Received and 
filed. 


SPECIAL ORDER 


Telegram and flowers sent to Dr. McMahon. 

List of members who died since 1946 meeting 
read. ; 

Introduction of Guests: Mrs. T. R. Tomlinson, 
Chairman of the Rural Health Division of the 
Farm Bureau and Mr. Frank Smith, representa- 
tive of the Associated Medical Care Plans of the 
A. M. A. 


Announcement by Captain Jackson of the New 








Organization Section 


Orleans Naval Air Base concerning need for medi- 
cal officers for the Naval Air Reserve. 

Report by Dr. C. H. Webb in re study of child 
health services in Louisiana being conducted in 
cooperation with the American Academy of Pedia- 
trics. 

Discussion was had concerning proposed bills 
in re compulsory medical insurance which have 
received endorsement of the President of the 
United States, however no action was taken in this 
regard. 

There was discussion concerning right of mem- 
bers of the Society, who are not delegates, to at- 
tend meetings of the House. It was the opinion 
that all members are eligible to attend, however 
j they can not participate in discussion unless special 
permission is granted. An exception to this rule is 
when the meeting is declared an executive session, 
at which time only members of the House are 
allowed to be present. 


ACTION TAKEN 

Question of additional report by the chairman 
of the Committee on Hospitals was discussed and 
motion was made and carried that the House of 
Delegates notify Dr. Isidore Cohn that if he has 
any further report to make this should be made 
to the next meeting of the Executive Committee. 

Dr. Lester Williams was officially delegated to 
present the President’s Medal to Dr. McMahon in 
| Baton Rouge. 

Dr. C. B. Odom appointed to represent the State 
Society on the Personnel Practices Committee from 
the State Society, the Louisiana Hospital Associa- 
tion and the Louisiana State Nurses’ Association. 

Motion was made and carried that the Louisiana 
tate Medical Society go on record as approving 
the present system at Charity Hospital in New 
Orleans in giving preference for internships and 
residencies to citizens or sons and daughters of 
Tresidents of the State of Louisiana, and that due 
notice of this action be given the press, the Board 
Gof Administrators of Charity Hospital and to Dr. 
a0. P. Daly. 

The following trustees were elected for a term 
of one year, from whom the Louisiana Physicians 
Service, Inc. will elect their directors: Drs. Rhett 
McMahon, G. C. Anderson, O. B. Owens, W. L. 
Bendel, H. W. Boggs, C. M. Horton, P. T. Talbot, 
J. P. Sanders, A. V. Friedrichs, J. W. Faulk, E. 
L. Zander, M. D. Hargrove, George Wright, W. 
P. D. Tilly, U. S. Hargrove and E. L. Leckert. 


RECOMMENDATIONS OF THE EXECUTIVE 
COMMITTEE 
1. That laymen be added to the Board of the 
Louisiana Physicians Service, Inc.—Not approved. 
2. That the By-Laws be amended to provide that 
the Medical Defense Fund be increased to $40,000. 
Approved. 
REPORTS OF OFFICERS AND COMMITTEES 
CONTAINING NO RECOMMENDATIONS 
Following reports received and filed: President, 
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Secretary-Treasurer, Chairman of Council, Coun- 
cilors of First, Second, Third, Fourth, Fifth, Sixth, 
Seventh and Eighth Districts; Committees on 
Woman’s Auxiliary, Aid to Indigent Members, 
Budget and Finance, Cancer, History of L.S.M.S., 
Hospitals, Industrial Health, Journal, Medical De- 
fense, Medical Education, Medical Testimony, Men- 
tal Health, Nutrition, Public Policy and Legisla- 
tion, and Tuberculosis. 


REPORTS OF COMMITTEES CONTAINING 
RECOMMENDATIONS 


Congressional: 1. That a mimeographed copy of 
the resumé of bills considered be sent to each mem- 
ber of the State Society, to the various representa- 
tives of Louisiana in the United States Congress 
and to the Bureau of Legal Medicine of the A.M.A. 
—Approved. 2. Approve representation at hearing 
in re S. 545 and appointment of representative 
left to president of the Society Approved. 

Maternal Welfare: 1. That the State Society 
reaffirm its oppostion to the EMIC Plan about 
which at the present time there seems to be mis- 
understanding by the physicians of the state, and 
that all members of the Society be instructed, by a 
letter from the Secretary and by the Councilors of 
the various districts at component society meetings, 
that the State Society has discontinued the plan 
in the State of Louisiana, effective May, 1946, 
requesting members to refrain from sending in 
applications for maternal and pediatric care—Ap- 
proved. 2. That the various suggestions in this 
report be carried out by the New Committee on 
Maternal Welfare to be appointed by the incoming 
president and that the House of Delegates endorse, 
in principle, the suggestions offered.—Approved. 

Prepayment Medical Service: 1. That the State 
Society be requested to establish a Fee Schedule 
Committee to hear all suggestions and criticisms 
about the fee schedule—Approved. 2. Discharge 
of this committee since the purpose of appoint- 
ment of the committee has been accomplished.— 
Approved. After considerable discussion concern- 
ing the participating physician’s requirement. A 
vote of confidence was extended the Board of Di- 
rectors of the Louisiana Physicians Service, Inc. 
for their diligent work and their assurance to the 
House of Delegates that they will do everything 
in their power to iron out the differences which 
exist at the present time in this regard. 

Resolutions: 1. That a copy of this report be 
incorporated in the minutes of this meeting and 
that a copy te submitted to the New Orleans Med- 
ical and Surgical Journal for publication.—Ap- 
proved. 


Revision of Charter, Constitution and By-Laws: 
The following additional amendments to the By- 


Laws were recommended: 1. Chapter 6, Section 1 
to include “However, when there is only one nom- 
inee for an elective office the secretary shall cast 
the ballot for the Se-iety”. Approved. 2. Chapter 





642 


14—Insert after “Robert’s Rules of Order ” “Cur- 
rent edition”.—Approved. 

Rural Medical Service: 1. Formation of a Rural] 
Health Council as follows: (1) Members: (a) Five 
inedical members of the Committee on Rural Med- 
ical Service of the Louisiana State Medical So- 
ciety. (b) Five members of the Louisiana Farm 
Bureau. (c) One member from the State Parent- 
Teacher Association who is interested in farm 
problems. (d) Two members from the County 
Agent and Extension Services. (e) One member 
of the Louisiana State Society for Crippled Chil- 
dren. (f) One member from the Louisiana Physi- 
cians Service, Inc. (g) One member from the Blue 
Cross plan. (h) One member from the Louisiana 
State Agriculture Department. (i) One member 
from the Louisiana Department of Education. (j) 
One member from the Louisiana State Hospital 
Association. (k) One member from the Louisiana 
State Department of Institutions. (1) One mem- 
ber from the Farmers’ Home Administration. (m) 
One member from the Louisiana State Nurses’ 
Association. (n) One member from the Louisiana 
State Dental Association. (0) One member from 
the Louisiana State Department of Public Welfare. 
(p) One member from the Louisiana Federation 
of Women’s Clubs. (q) One member from the 
Louisiana Tuberculosis Association. (r) One mem- 
ber from the Louisiana Division of the American 
Cancer Society. (s) One member from the Wo- 
man’s Auxiliary of the Louisiana State Medical 
Society. (t) One member from the Louisiana State 
Pharmaceutical Association. (u) Two members 
representing rural civic groups of the state, other 
than those previously mentioned. (2) Officers: To 
be elected from the component members of the 
Council and to hold office for one year and until 
new officers are installed. (a) President. (b) Vice- 
President. (c) Secretary-Treasurer. (d) Executive 
Committee consisting of five members, the pres- 
ident to act as chairman and four other members 
elected from the group. (3) Time and Place of 
meetings: (a) An annual meeting within two 
weeks after the Rural Health Conference meeting 
in Chicago, probably in February of each year. 
(b) Other meetings on the call of the president 
and one other officer or by five members of the 
Council. (c) Place of meeting to be rotated among 
the more populated towns of the state but may be 
in the smaller towns when voted upon by the Coun- 
cil as a whole. (4) Purpose of the Council: (a) 
To promote rural health in the State of Louisiana 
by whatever means the Council may see fit with 
approval of the Executive Committee of the State 
Medical Society. (5) Publicity: (a) Newspapers, 
special articles. (b) Special programs of the civic 
and other organizations interested in farm prob- 
lems. Speakers to be furnished upon request 
largely from this Committee on Rural Medical 
Service. (c) Encourage interest of Parent-Teacher 
Assrciations, churches, and civic groups of the 
‘state «= matters pertaining to rural health. (d) 
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Foster closer understanding between the parish 
medical societies and the farm groups. (e) Maga- 
zine articles and other publicity wherever possible. 
—Approved. The following resolutions offered by 
the Committee on Rural Medical Service were also 
approved: 1. Be it resolved, that the Rural Health 
Committee be empowered to look into the changes 
of the state constitution relative to the participa- 
tion of Louisiana in the Hill-Burton Construction 
Act, Public Law No. 725, and report back its find. 
ings to the Executive Committee. 2. Be it resolved, 
that the House of Delegates go on record endorsing 
a Board of General Practice by the A. M. A. and 
instruct its delegates to the A. M. A. Convention 
in June at Atlantic City, to present such resolu- 
tions at that convention. This is in confirmation 
of the communication from the A. M. A. relative 
to the organization of a section of general practice. 
3. Be it resolved, that the Rural Health Committee 
be instructed to work with the Tulane and L. S. U. 
Medical Schools and the hospitals of the State of 
Louisiana inaugurating residencies in general 
practice. 4. Be it resolved, that other efforts be 
made by the Rural Health Committee in getting 
well trained physicians interested in practicing in 
rural communities. 5. Be it resolved, that the 
Rural Health Committee work with farm organiza- 
tions in carrying out policies toward better medical 
care for rural areas. 6. Be it resolved, that all 
parish medical societies to be requested to cooperate 
insofar as possible with the farm organizations 
and the Louisiana Rural Health Service in pro- 
moting better health for rural areas. 


Scientific Work: 1. That the first part of the 
third paragraph of Section 3 of Chapter II of the 
revised By-Laws, as submitted by the Committee 
on Revision of the Charter, Constitution and By- 
Laws, be amended as follows: The Scientific Meet- 
ings shall be devoted to papers and discussion re- 
lating to scientific medicine, arranged by the Com- 
mittee on Scientific Work, in cooperation with 
special committees appointed for this purpose, 
chairmen of scientific sections and the Committee 
on Arrangements, with approval of the Executive 
Committee.—Approved. 


Study Rearrangement of Annual Meeting Pro- 
grams: 1. That the special committee appointed 
to Study the Rearrangement of Annual Meeting 
Programs be continued until such time as the pro- 
gram is stabilized and the necessity for further 
rearrangement will not be present.—Approved. 


REPORT OF COUNCIL ON MEDICAL 
SERVICE AND PUBLIC RELATIONS 
It was stated that the two recommendations con- 
tained in the report of the Council had already 


been taken care of by the Budget and Finance 
Committee. 


REPORT OF LOUISIANA PHYSICIANS 
SERVICE, INC. 


An oral report and written financial statement 
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of the Louisiana Physicians Service, Inc. was sub- 
mitted by Dr. O. B. Owens. 

AMENDMENTS TO CHARTER, CONSTITU- 
TION AND BY-LAWS AS SUBMITTED BY 


COMMITTEE ON REVISION OF CHARTER, . 


CONSTITUTION AND BY-LAWS:—Approved. 
RESOLUTION APPROVED 

That the Louisiana State Medical Society go on 
record as opposed to any reduction in isolation reg- 
ulations for lepers in Louisiana, which requires 12 
successive negative cultures for Hansen’s Bacillus 
(B. Leprae) taken at monthly intervals. All treat- 
ment and research involving infectious cases be 
continued at the Leprosarium in Carville, Loui- 
siana. The splendid treatment, nursing care and 
recreational features given inmates at the Lepro- 
sarium in Carville are to be commended. Motion 
was made and carried that a copy of this resolu- 
tion be sent to the President of the United States, 
to Dr. Parran of the United States Public Health 
Service, senators and congressmen from Louisiana 
and to the press. ; 


REPORT OF LOUISIANA STATE BOARD OF 
MEDICAL EXAMINERS 


Report accepted and following members recom- 
mended to Governor for appointment to fill va- 
cancy in re Dr. C. M. Horton, for a term of six 
years: Dr. C. C. deGravelles, Dr. C. M. Horton 
and Dr. W. J. Norfleet. 


ELECTION OF OFFICERS, COMMITTEES 
AND DELEGATES AND ALTERNATES 
TO A. M. A. 
President-elect—Dr. M. D. Hargrove, Shreveport 
First Vice-President—Dr. P. H. Jones, New Or- 

leans 

Second Vice-President — Dr. Arthur D. Long, 
Baton Rouge 

Third Vice-President—Dr. C. B. Odom, New Or- 
leans 

Secretary-Treasurer—Dr. P. T. Talbot, New Or- 
leans 

Chairman, House of Delegates—Dr. A. V. Fried- 
richs, New Orleans 

Vice-Chairman, House of Delegates—Dr. J. P. 
Sanders, Shreveport 

Councilor, Third District—Dr. Guy Jones, Lock- 
port 

Councilor, Sixth District—Dr. W. E. Barker, Jr., 
Plaquemine 

Councilor, Seventh District—Dr. C. A. Martin, 
Welsh 

Councilor, Eighth District—Dr. O. B. Owens, 
Alexandria. 

Committee on Journal: Dr. C. G. Cole and Dr. 
E. L. Leckert, both of New Orleans; 3 year terms. 

Committee on Medical Defense: Dr. W. A. El- 
lender, Houma; 3 year term. 

Committee Public Policy and Legislation: Dr. 
Roy B. Harrison, Chairman; Dr. C. G. Cole, Dr. 
Gilbert C. Anderson and Dr. P. T. Talbot; all of 
New Orleans; Dr. O. C. Rigby, Shreveport. 
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Committee on Scientific Work: Dr. P. T. Talbot, 
Chairman; Dr. Edgar Hull; both of New Orleans; 
Dr. R. T. Lucas, Shreveport. 

Delegate to A. M. A. 1948 and 1949—Dr. J. Q. 
Graves, Monroe. 

Alternate to Delegate to A. M. A. 1948 and 1949 
—Dr. A. A. Herold, Shreveport. 

Alternate to Delegate to A. M. A. 1948—Dr. C. 
H. Webb, Shreveport. 

PLACE OF 1948 MEETING 

Invitation to hold the 1948 meeting in Monroe 

was accepted. 


REPORT OF COMMITTEE ON 
DEFENSE 

At the time of the committee report in 1946 
there were six medicolegal cases involving State 
Society members pending. During the past year 
three of these expired due to five year prescrip- 
tion and there are now still three pending. 

Since the last report suit was entered against 
one member for which defense was requested. The 
member is being defended and the suit is still 
pending. 

In addition, legal advice was requested by a 
member concerning a threatened suit, however 
formal application for defense has not been made. 

.Financial reports concerning the Medical De- 
fense Fund are on file in the office of the State 
Society. 

REPORT OF COMMITTEE ON RESTRICTIONS 

WHEREAS, the Louisiana State Medical So- 
ciety is about to conclude a most interesting, in- 
structive and entertaining meeting and 

WHEREAS, arrangements for and successful 
handling of this meeting are due to the activity of 
many individuals and organizations, 

IT IS DESIRED that thanks be expressed to the 
following: 

Dr. Edwin L. Zander, Chairman of the Commit- 
tee on Arrangements for his contribution of time 
and energy which have aided greatly in the suc- 
cess of the meeting. 

The Orleans Parish Medical Society, host of the 
meeting and particularly those members who hawe 
served on committees incident to preparation for 
the meeting. 

The Secretary-Treasurer of the State Society 
and his assistants for their careful attention to all 
details. 

Dr. Donovan C. Browne, General Chairman of 
the scientific program for his untiring efforts in 
obtaining a program which has increased interest 
and attendance at the present meeting. 

Dr. and Mrs. C. Grenes Cole and Dr. and Mrs. 
Roy B. Harrison for their hospitality and kindness 
to the officers and members of the House. 

Reverend Father A. William Crandell and out- 
of-state guests who participated in the program. 

The press for their generous allotment of snece 
prior to and during the time of the meeting. 

The Louisiana State Board of Medical Er -~ 
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iners for the excellent report rendered by the 
Secretary. 

For the interest and assistance rendered by 
members of various special and standing commit- 
tees in handling matters which have been brought 
to the attention of the Society during the past 
year. 

The members of the Woman’s Auxiliary of the 
Louisiana State Medical Society for their support 
in regard to plans for the meeting. 

The commercial exhibitors who, in a limited 
space, provided exhibits worthy of review by all 
members present. 

Companies who continued to demonstrate their 
loyalty to the medical profession by placing adver- 
tisements in the program. 

Mr. Roy Bartlett, Convention Manager of the 
Roosevelt Hotel and his assistants for their atten- 
tion to numerous requests for equipment and facili- 
ties. 


The New Orleans Association of Commerce for 
assistance in arranging for satisfactory dates for 
the meeting and for excellent service rendered at 
the registration desk. 

Dr. A. V. Friedrichs, Chairman of the House, 
for his able and efficient handling of matters con- 
sidered by the delegates. 

To all of the officers and members of the So- 
ciety, without whose attendance the meeting could 
not have been a success. 

We express our regret that our President, Dr. 
Rhett McMahon, was prevented by illness from 
attending this meeting and we wish to thank him 
for his very fine efforts and accomplishments in 
behalf of organized medicine and the Louisiana 
State Medical Society. 

It is recommended that a copy of this report be 
incorporated in the minutes of this meeting and 
that a copy be submitted to the New Orleans Med- 
ical and Surgical Journal for publication. 





TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


June 9. Scientific Meeting, Orleans Parish Medi- 
cal Society, 8 p. m. ° 
Orleans Parish Radiological Society, 
7:30 p. m. 
Woman’s Auxiliary, Orleans Club, 3 
p. m. 
Touro Infirmary Staff, 8 p. m. 
Clinico-pathologic Conference, Touro In- 
firmary, 12 noon. 
Executive Committee, Hotel 
p. m. 
Hotel Dieu Staff, 8 p. m. 
I. C. R. R. Hospital Staff, 12:30 p. m. 
Charity Hospital Medical Staff, 8 p. m. 
Charity Hospital Surgical Staff, 8 p. m. 
Veterans Administration Hospital Staff, 
8 p. m. 
Lakeshore Hospital Staff, 8 p. m. 
Baptist Hospital Staff, 8 p. m. 
French Hospital Staff, 8 p. m. 
Clinico-pathologic Conference, Touro In- 
firmary, 12 noon. 
DePaul Sanitarium Staff, 8 p. m. 
June 27. New Orleans Hospital Dispensary for 

Women and Children Staff, 8 p. m. 

N. J. TESSITORE, Secretary. 
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NEWS ITEMS 
Drs. H. T. Beacham, Edgar Burns, Robert Sharp, 
Mortimer Silvey and R. M. Willoughby attended 
the recent meeting of the Southeastern Section of 
the American Urologic Association, at Palm 
Beach, Florida. 


June 10. 


June 11. 


June 12. 


June 13. Dieu, 8 
June 16, 
June 17. 


June 18. 
June 19. 


June 20. 
June 24. 
June 25. 
June 26. 





Drs. B. G. Efron, A. J. McComiskey, Henry Og- 
den and N. F. Thiberge attended the recent meet- 


ing of the Southeastern Allergy Forum at Shreve- 
port. 

Dr. Efron was chairman of one of the round- 
table discussions on hayfever. 


Drs. Emmett Irwin and Thos. B. Sellers were 
guest speakers at the Sixth District Medical So- 
ciety meeting, Tuesday, April 15, Baton Rouge. 

Dr. Irwin spoke on Carcinoma of Colon; Dr. 
Sellers spoke on Uterine Displacements. 


Dr. Howard Mahorner attended the meeting of 
the American Association for the Study of Goiter 
in Atlanta, April 3-5. 

Dr. Mahorner was guest speaker before the 
Southern District of the Texas Medical Society, 
Orange, April 11. 


Dr. Ogden was recently made regional secretary 
of the American Academy of Allergy (Committee 
on Public Relations). 


Dr. Thomas B. Sellers presided at a panel dis- 
cussion at the sectional meeting of the American 
College of Surgeons held in Fort Worth. 


Dr. Harold Wirth was elected president desig- 
nate for 1948 of the Louisiana State Dental So- 
ciety at their meeting held in New Orleans, 
April 12. 


AMERICAN AID TO FRANCE 


Dr. Urban Maes has been named chairman of a 
Doctor’s Division, to be assisted by Dr. Lucien Le- 
Doux and Dr. Mims Gage as vice-chairmen, in the 
local campaign. 


- me eke a. tk ok 
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It is the purpose of the campaign to obtain funds 
for the medical center at Lorient, a French port 
which was largely destroyed by our bombs prior 
to the invasion of France. 

Drive headquarters are located at International 
House. 


THE NEW ORLEANS GRADUATE MEDICAL 
ASSEMBLY 


At a meeting of The New Orleans Graduate 
Medical Assembly held Friday, April 25, 1947 in 
the Hutchinson Memorial Auditorium, the follow- 
ing officers to serve for the coming year were in- 
stalled: 
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Dr. Joseph S. D’Antoni, president; Dr. Walde- 
mar R. Metz, president-elect; Dr. Dean H. Echols, 
first vice-president; Dr. Neal Owens, second vice- 
president; Dr. Maurice Lescale, third vice-presi- 
dent; Dr. Max M. Green, secretary; Dr. Edwin H. 


“Lawson, treasurer; Dr. Edgar Hull, director of 


program; Dr. C. J. Tripoli, and Dr. C. Gordon 
Johnson, assistant directors of program; Dr. Hugh 
T. Beacham and Dr. John T. Sanders, members of 
the executive committee. 

The following officers, elected in 1946, will 
also serve as members of the executive com- 
mittee for the coming year: Dr. William H. Gillen- 
tine, retiring president; Dr. Lucien A. Fortier and 
Dr. Howard Mahorner. 





LOUISIANA STATE MEDICAL SOCIETY NEWS 


CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date 
East Baton Rouge 
Morehouse 
Orleans 

Ouachita 

Rapides 

Sabine 

Second District 
Shreveport 
Vernon 


LOUISIANA PEDIATRIC SOCIETY 


The always active and energetic Louisiana 
Pediatric Society has selected for the coming year, 
Dr. W. C. Rivenbark, of New Orleans, as Presi- 
dent. Dr. Bertha Wexler, of New Orleans, 
was selected as Secretary and Dr. Jack Strange, 
New Orleans, Treasurer. During the State Meet- 
ing the Pediatric Society held their annual dinner 
meeting at the Metairie Country Club. 


LOUISIANA TUBERCULOSIS ASSOCIATION 


At the annual meeting of the Louisiana Tuber- 
culosis Association held concurrently with the 
State Meeting, Dr. Sydney Jacobs was selected as 
President for the coming year. Dr. A. A. Herold, 
Shreveport, and Dr. Maurice Campagna, New Or- 
leans, were chosen Vice-Presidents. Doctors elect- 
ed to the Executive Committee include Dr. J. E. 
Blum, Greenwell Springs, Drs. O. P. Daly, Joseph 
A. Danna, Edgar Hull, John H. Musser, I. L. Rob- 
bins, Suzanne Schaefer, W. L. Treuting, John M. 
Whitney and Julius Wilson, New Orleans. 


NEW ORLEANS PURE MILK SOCIETY 

At a recent meeting of the New Orleans Pure 
Milk Society Dr. E. A. Socola was selected as pres- 
ident, Dr. Maurice E. St. Martin as vice-president, 


Second Wednesday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of very month 

First Monday of every month 
First Wednesday of every month 
Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


‘W. C. Rivenbark as assistant secretary. 


Place 
Baton Rouge 
Bastrop 
New Orleans 
Monroe 
Alexandria 


Shreveport 


Mr. Robert H. Polack as secretary-treasurer, Dr. 
The Milk 
Commission members and the Board members con- 
sist of a group of lay individuals and a large num- 
ber of local doctors. 


TOURO INFIRMARY 


The regular monthly meeting of the Medical 
Staff of Touro Infirmary was held on Thursday, 
May 15 at 8 p. m. The Department of Pathology 
presented a clinico-pathologic conference with a 
discussion by Dr. Arthur Caire, III. Dr. Sol B. 
Stern gave a case report on cirrhosis of the liver 
controlled by diet. A case report on amebic vagi- 
nitis was presented by Dr. Claude Buerger, and 
Dr. James T. McQuitty spoke on intestinal obstruc- 
tion of the small bowel. 


CHARITY HOSPITAL 


A meeting of the Medical Division of Charity 
Hospital Visiting Staff was held on Tuesday, May 
20 at 8 p. m. in the Auditorium of the hospital 
The program consisted of the following: Case re- 
port—duodenal anomaly in a premature infant by 
Dr. George Austin; case report—urachal cyst in 
an infant by Dr. Norman Woody; review of pedia- 
tric deaths at Charity Hospital in 1942, by Drs. 
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R. V. Platou, A. J. Hill, J. Kometani and Norman 
Woody. 


PLAQUE TO DR. COURET 
In commemoration of 35 years of service by Dr. 
Maurice Couret in the Pathology Department at 
Hotel Dieu, a bronze plaque was presented, with 
appropriate ceremonies, by the Hotel Dieu medical 
staff to the hospital. Dr. Edmond Souchon de- 
livered the presentation address. 


Dr. Joseph S. D’Antoni appeared on the program 
at the annual meeting of the College of Physicians 
in Chicago the first part of May. Drs. George 
Burch and Paul Reaser presented a paper which 
was read at the Society of Clinical Investigation 
on May 5. 


The Colorado Rheumatic Fever Library has been 
established at the University of Colorado School 
of Medicine in Denver. All authors of articles 
dealing with rheumatic fever are requested to send 
a reprint of their article to this library. 


Dr. John H. Musser was made one of the ten 
Masters of the American College of Physicians at 
a recent meeting in Chicago. 


This is a further reminder that The Third An- 
nual Congress of Obstetrics and Gynecology will be 
held in St. Louis September 8-12. 


A College of American Pathologists has recently 
been organized. The officers of the College are 
Dr. Frank W. Hartman, Henry Ford Hospital, De- 
troit, President; Dr. Granville A. Bennett, Univer- 
sity of Illinois, Chicago, Vice-President; and Dr. 
Tracy B. Mallory, Massachusetts General Hospital, 
Boston, Secretary-Treasurer. 


Dr. Ernest Lyman Stebbins, director of the 
school of hygiene and public health and professor 
of public health administration of Johns Hopkins 
University, has been appointed chairman of the 
Advisory Board on Health Services of the Ameri- 
can Red Cross. For several years prior to joining 
the Johns Hopkins University staff Dr. Stebbins 
was professor of epidemiology at the College of 
Physicians and Surgeons, Columbia University. 


SOCIETY FOR EXPERIMENTAL BIOLOGY 
AND MEDICINE 

The Southern Section of the Society for Experi- 
mental Biology and Medicine held a meeting on 
Friday, May 9 in room 410 of the Louisiana State 
University School of Medicine. The following pre- 
sented papers for the scientific program: Drs. C. 
C. Bass, Philip M. Tiller, Jr. of Tulane Medical 
School; Drs. Johan T. Peters, Fred G. Brazda, 
Chapman Reynolds, Roland A. Coullson, Florence 
L. Evans and George Nelson Ronstrom from L. §. 
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U. School of Medicine; Dr. Herbert Derman of the 
Veterans Administration Hospital. A_ business 
meeting of the Society was held prior to the scien- 
tific meeting. 


A NEW ORGANIZATION 

Preceding the A.M.A. Centennial, The American 
Society for the Study of Arteriosclerosis was or- 
ganized in Atlantic City. Members of the Organ- 
izing Committee were: George R. Herrmann, M. D., 
Galveston; William B. Kountz, M. D., St. Louis; 
Joseph B. Wolffe, M. D., Philadelphia; Lyman G. 
Duff, M. D., Montreal; Harry Goldblatt, M. D., Los 
Angeles; W. C. Hueper, M. D., New York; Irvine 
H. Page, M. D., Cleveland; Robert A. Katz, M. D., 
New Orleans. 


LOUISIANA AT THE A. M. A. MEETING 


Louisiana was well represented on the program 
of the A. M. A. at the centennial meeting in Atlan- 
tic City, June 9-13, 1947. The following Louisiana 
doctors either presented papers or had scientific 
exhibits at this meeting. They included: Drs. G, 
E. Burch, Thorpe Ray, Grace A. Goldsmith, Paul 
Reaser, Leon J. Menville and Manuel Garcia from 
the Department of Medicine at Tulane; Drs. 
Champ Lyons and Paul T. DeCamp from the De- 
partment of Surgery at Tulane; Drs. J. Brown 
Farrior and Mercer Lynch from the Department 
of Otolaryngology; Dr. Ralph V. Platou from the 
Department of Pediatrics at Tulane; Drs. J. K. 
Howles and William B. Stewart from the Depart- 
ment of Dermatology of Louisiana State University 
School of Medicine; Drs. John Adriani and David 
A. Davis from the Department of Anesthesiology 
of Louisiana State University School of Medicine; 
Drs. G. H. Faget and P. T. Erickson from the 
U. S. Marine Hospital, Carville. 

Dr. Alton Ochsner presided as Chairman of the 
Section on Surgery, General and Abdominal; Dr. 
Roy H. Turner as Vice-chairman of the Section 
on Internal Medicine. 


BLUE SHIELD DIRECTOR SPEAKS TO 
LOUISIANA STATE MEDICAL SOCIETY 


Speaking before the 67th Annual Session of 
the House of Delegates of the Louisiana State 
Medical Society held in the Roosevelt Hotel in 
New Orleans, Frank Smith, executive Director of 
Associated Medical Care Plans, outlined work 
of that national organization in organizing pre- 
payment medical care plans on a national basis. 
Mr. Smith reported that at the present time 33 
states now have plans providing for prepaid medi- 
cal, surgical and obstetrical coverage, and 13 addi- 
tional states have plans in the embryonic stage. 
By the end of this year it is hoped all states 
will have organized medical care plans to provide 
on a national basis a means of meeting the eco- 
nemic status of “low income” families in the pay- 
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ment of surgical and obstetrical bills, said Mr. 
Smith. 

Associated Medical Care Plans, an affiliate of 
the American Medical Association, will promote 
“Plue Shield” prepayment insurance in behalf of 
the doctors of the United States to enable the 
people of this nation to arrange for the payment 
of their doctor’s bill. 


PAYMENT PLAN IS OFFICIALLY ENDORSED 
BY STATE SOCIETY 


The House of Delegates of the Louisiana State 
Medical Society on Monday, May 12, unanimously 
approved the report of the Committee on Pre- 
payment Medical Service and extended a vote of 
confidence to the board of directors of Louisiana 
Physicians Service for their diligent work and 
assurance to the House of Delegates that they will 
do everything in their power to iron out the differ- 
ences which exist at the present time. Dr. O. B. 
Owens of Alexandria is chairman of the Prepay- 
ment Committee and president of the Plan. 

The prepayment surgical and obstetrical care 
plan has been operating actively on a statewide 
basis since November 1, 1946, and is known as 
Louisiana Physicians Service and uses the trade 
name of “The Blue Shield Plan.” Blue Shield is 
an undertaking by the Doctors of the State of 
Louisiana to enable the people of this state to 
systematically budget for paying their doctor 
bills. 

The Blue Shield Plan in Louisiana has been 
granted the Seal of Acceptance of the Council 
on Medical Service of the American Medical Asso- 
ciation and enjoys full membership in Associated 
Medical Care Plans in addition to the endorsement 
by the State Society. 

Growth of the plan has been phenomenal. Ap- 
proximately 15,000 individuals have been enrolled 
as members of the plan since it started and the 
actual premium value at the end of April was in 
excess of $104,000.00, according to Frank Lais, 
Jr., executive director of the Plan. 

More than 825 physicians throughout the state 
have enrolled as Participating Physicians and each 
day additional cards are being received from the 
doctors acknowledging their participation. Again 
the request is made for every doctor to sign his 
participating physicians agreement and actively 
support the plan. Participating Physicians Agree- 
ments may be obtained by writing to the State 
Society or to the office of the company, Room 
103, 1430 Tulane Avenue. 

The Blue Shield Plan for surgical and obstetri- 
cal benefits is available to employed persons on a 
group basis at this time, and very shortly will be 
made available to individuals. The Plan as offered 
by the Louisiana Physicians Service is a voluntary 
non-profit program and is controlled by a Board 
of Directors selected from a Board of Trustees 


appointed by the Louisiana State Medical Society. 
The Charter provides control of the plan shall be 
maintained by the doctors of this state. This is 
your plan and it deserves your active support. 

The “Doctors’ Plan” provides for the prepay- 
ment of surgical and obstetrical care and includes 
treatment of fracture and dislocations along with 
certain related benefits such as diagnostic x-ray, 
anesthesia and laboratory services. By the pay- 
ment of a small fee the employed individual may 
prepay the cost of his doctor’s bill and through 
this method of cooperative participation eliminate 
the hazard of the catastrophic doctor’s bill. 

The Blue Shield Plan offers through the par- 
ticipating physician complete surgical and obstet- 
rical coverage to individuals whose annual income 
is less than $2,000 per year and to the family 
group whose aggregate annual income is less than 
$3,000 per year. This means that approximately 
eight hundred and twenty-five physicians through- 
out Louisiana have voluntarily agreed to perform 
complete surgical and obstetrical services to in- 
dividuals who come to them for service and whose 
income does not exceed the amount stated above. 

For the individual whose income is in excess of 
the amount stated the Plan acts as an indemnity 
toward the doctor’s bill. The Plan is available to 
all persons irrespective of their annual income. 

The subscriber has complete freedom of choice 
of his physician and may use any doctor anywhere 
in the United States and will be paid the amount 
for surgical procedure rendered as provided for 
in the schedule of benefits. However, persons 
using a participating physician and whose income 
is below the amount stated is guaranteed complete 
service at no extra cost. 

The Plan is operated on a state-wide basis and 
at this time has established offices in the cities 
of Baton Rouge, Alexandria, Shreveport and Mon- 
ree. The home office of the Company is in New 
Orleans. 

“In keeping with a nation wide trend it is ex- 
pected that Prepayment Medical Care Plans, will 
provide protection for individuals and their fami- 
lies in need of surgical and obstetrical care with- 
out working an undue hardship upon them,” said 
Frank Lais, Jr., executive director of the Blue 
Shield Plan. “At the same time, plans of this type 
will render unnecessary any type of federally con- 
trolled compulsory insurance for providing these 
benefits. “Under our Plan the patient uses his 
own doctor or any doctor of his choice’’. 





HEALTH OF NEW ORLEANS 


For the week which ended April 5 there 
occurred 183 deaths in the City of New Orleans 
which were divided 118 whites, 65 colored with 
17 of these deaths taking place in children under 
one year of age. These figures are well above 
the three year median corresponding week. For 
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the week which terminated April 12 the 142 
deaths in the city were apportioned 96 white, 
46 colored, with 16 deaths in children under one 
year of age. The following week showed approx- 
imateiy the same number of deaths as the pre- 
vious week. There were two more white people 
dying this week and three less negroes. Only 11 
children under one year of age were included in 
the total for the week. For the week which came 
to an end on April 26 the death rate still remained 
high, 158 citizens of the city and state having died 
in New Orleans in this particular week. Strange to 
say the large majority of the deaths were in the 
white population, 113, with only 45 of the colored 
people of the city expiring and with 11 infants 
dying. There was a distinct improvement in the 
week which ended May 3. Of the 127 people who 
were reported as dying in New Orleans this week 
82 of them were white, 45 of them colored but 
13 were infants. For the week which was finished 
May 10 there were listed 120 deaths in the city, 
divided 73 white, 47 non-white with 12 infants 
included in this total. 

In spite of the quite marked increase in the 
number of deaths in the city during the month of 
April the year 1947 has been a healthy year. Last 
year in comparison there were at this time 74 more 
deaths in the city than this year. 


INFECTIOUS DISEASES IN LOUISIANA 


In the weekly morbidity report for the State 
of Louisiana for the week ending April 5, 1947 
the following diseases were reported in numbers 
greater than 1C: Unclassified pneumonia 86 cases, 
cancer 83, measles 60, influenza 49, pneumococo- 
cic pneumonia 39, hookworm infestation 34, 
whooping cough 28, chickenpox 23, mumps 12 and 
scarlet fever and diphtheria each 10. Of the some- 
what rarer diseases there were two cases of polio- 
myelitis, one occurring in Jackson and the other 
in St. Helena Parish. One case of typhus fever 
was reported this week. There must have been a 
considerable epidemic of influenza for the week 
which ended April 12 as there were 270 cases 
reported this particular week. Also listed were 77 
cases of pulmonary tuberculosis, 30 of chicken- 
pox, 14 of unclassified pneumonia, 13 of measles 
and 11 of cancer. For the first time in many weeks 
there were no cases of poliomyelitis reported by 
the State Board of Health. The epidemic of in- 
fluenza was extremely transitory as the following 
week which ended April 19 only 28 cases were 
listed. Other diseases in numbers over 10 included: 
224 cases of measles, 88 of unclassified pneu- 
monia, 53 of cancer, 47 of pulmonary tubercu- 
losis, 35 of chickenpox, 23 of pneumococcic pneu- 
monia and 18 of mumps. This week saw poliomye- 
litis again appearing with two cases developing, 
one in Ouachita Parish and the other in Tangipa- 
hoa. Unclassified pneumonia led all reportable dis- 
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eases for the last week in April with 88 cases 
reported. This was followed numerically by 79 
cases of measles, 77 of cancer, 30 of pulmonary 
tuberculosis, 21 of pneumococcic pneumonia, 19 
of chickenpox and 16 of mumps. Again there were 
two cases of poliomyelitis reported, one from 
Beauregard and the other from Orleans Parish. 
The first week in May saw unclassified pneumonia 
still rampant with 67 instances. This, however, 
was exceeded by 89 cases of cancer which were 
reported this week. The following diseases were 
also listed: Forty-five instances of measles, 43 
ef pulmonary tuberculosis, 17 of pneumococcic 
pneumonia and 13 of chickenpox. Not a single 
case of poliomyelitis was reported this week 
although there were three cases of meningococcic 
meningitis. 


MONTHLY MORBIDITY FOR VENEREAL 
' DISEASES STATE OF LOUISIANA 


Month Ending March 31, 1947 


Total Total Total 

This Previous To Date 

Month Months 1946 
Chancroid 63 115 178 
Gonorrhea 1302 2498 3800 
Granuloma inguinale 20 18 38 
Lymphopathia venereum 7 19 26 
Syphilis 1230 1810 3040 


PASSANO AWARD 


Selection of Dr. Selman A. Waksman, Micro- 
biologist at the New Jersey Agricultural Experi- 
ment Station, New Brunswick, New Jersey, as the 
1947 recipient of the Passano Foundation Award 
is announced by the Board of Directors of the 
Foundation. Presentation of the $5000 cash award 
will be made at a dinner to be attended by about 
100 outstanding medical men at the Ritz-Carlton 
Hotel, Atlantic City, on Thursday evening, June 
12. 

Sir Howard Florey, of Oxford, England, who 
was knighted for his development of the clinical 
applications of penicillin, will make a brief ad- 
dress, following which the award will be presented 
to Dr. Waksman by Robert S. Gill, President of 
The Williams & Wilkins Company and of the 
Passano Foundation. Dr. Waksman’s address will 
be entitled, “Antibiotics and Tuberculosis—a 
Microbiogical Approach”. 

Dr. Waksman receives the award for his orig- 
inal research in the field of antibiotics culminating 
with his discovery of-streptomycin, which among 
its many uses gives promise of being useful in 
the successful treatment of tuberculosis. Previous 
winners of the Passano Award are: Dr. Edwin J. 
John, of Harvard Medical School, and Dr. Ernest 
W. Goodpasture, of Vanderbilt University Medi- 
cal School. 
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WAR DEPARTMENT PROFESSIONAL 
MEDICAL FILMS 

Lt. Colonel George H. Lord, Signal Corps, 
Headquarters of the Fourth Army, Fort Sam 
Houston, Texas, has a very considerable number 
of films prepared by the War Department which 
are available for medical society meetings. These 
films for the most part deal with war conditions. 
If medical societies are interested in showing these 
films information may be obtained from Colonel 
Lord as to those that have been made and the 
procedure to be employed in borrowing these 
films. 


COMMUNICATIONS 
P. T. Talbot, M. D., Secretary-Treasurer 
Lonisiana State Medical Society 
1420 Tulane Avenue 
New Orleans 13, Louisiana 
Dear Dr. Talbot: 

Enclosed you will find copies of a letter we 
are required to send all fee designated doctors. 
We have forwarded one to all fee designated doc- 
tors, but there are quite a few members of the 
society whose applications are just coming in, 
and these have not received this letter. It will be 
of the utmost importance if you could emphasize 
the contents to all your members. Your coopera- 
tion will be appreciated. 

Very truly yours, 
George A. Leonard, Lt. Col. MC 
Acting Chief MedicalOfficer 


VETERANS ADMINISTRATION 
REGIONAL OFFICE 
New Orleans 12, Louisiana 
May 7, 1947 
In Reply Refer To: 3021-10BAB 
Dear Doctor: 

It has come to our attention that State Pharma- 
ceutical Associations are indicating unwillingness 
to renew agreements to supply prescription serv- 
ices because of major losses for services rendered 
in good faith, as a result of physicians signing 
their authorization legend without actually hold- 
ing such authorization. Prescriptions so endorsed 
and filled by pharmacists are necessarily rejected 
by Regional Offices, resulting in financial loss 
to pharmacists from conditions entirely beyond 
their control. 

To insure continuance of prescription service to 
veterans entitled thereto, all fee basis and desig- 
nated physicians are being notified that signing 
the legend, “I am authorized to treat and pre- 
scribe for the above named Veterans Adminis- 
tration beneficiary” on prescriptions, when, in 
fact, an actual current authorization covering the 
specific service-connected disability is not held, 
may constitute a violation of the Federal statutes 
and require reference to Department of Justice 
for prosecution. 
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When it becomes necessary to prescribe for a 
Veterans Administration beneficiary for whom 
authorization has ‘not been obtained, such pre- 
scription may be (1) mailed to the nearest Vet- 
erans Administration medical activity for filling 
or (2) marked “emergency” for filling locally. 

In marking prescriptions “emergency’’, please 
do not sign standard authorization legend. Pre- 
scriptions marked “emergency” are not subject to 
filling without cost to the veteran by participating 
pharmacies under the terms of Pharmaceutical 
Association agreement. Such prescriptions, marked 
“emergency”, if presented to private pharmacies, 
must be arranged for on an individual basis by 
the veteran, or claim for payment filled by phar- 
macy with the Veterans Administration if the 
disability for which the prescription was issued is 
service-connected. 

This Regional Office is happy to report that, 
to date, we have experienced no difficulty as a 
result of such incidents as above, and we feel we 
can rely on your continued close cooperation in 
the future. 

Very truly yours, 
George A. Leonard, Lt. Col. MC 
Acting Chief Medical Officer 





NATIONAL RESEARCH COUNCIL 
DIVISION OF MEDICAL SCIENCES 
Editor 
New Orleans Medical and Surgical Journal 
New Orleans, Louisiana 
Dear Sir: 

During the past ten years the Drug Addiction 
Committee of The National Research Council has 
sponsored the investigation in the laboratory and 
clinically of a new morphine derivative, Metopon 
hydrochloride (methyldihydromorphinone hydro- 
chloride). This study has demonstrated that Met- 
opon possesses certain outstanding advantages 
which could make it the drug choice for the treat- 
ment of the pain of cancer, especially in the home 
care of terminal cases and for that purpose the 
Committee has recommended its manufacture and 
limited marketing. The contemplated plan of 
limited and controlled availability of the drug is 
based upon its narcotic character, its somewhat 
limited supply on account of manufacturing diffi- 
culties, and its advantageous applicability only to 
the type of case indicated. The manufacturers, 
Mallinckrodt Chemical Works, Merck & Co., Inc., 
and New York Quinine & Chemical Works, Inc., 
who are the firms licensed to manufacture mor- 
phine, and the distributing pharmaceutical houses, 
Sharp and Dohme, Inc., and Parke, Davis & Co., 
have agreed not to advertise the compound, but 
to leave its introduction to the profession entirely 
in the hands of the Drug Addiction Committee. 
We believe the best method of introduction to be 
publication of a clear statement of the drug’s 
properties as nearly simultaneously as possible in 
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the national and state medical society journals 
and to this end the Committee asks your co- 
operation. ° 
Sincerely, , 
Nathan B. Eddy, M. D., Sec’y. 
Committee on Drug Addiction 
METOPON HYDROCHLORIDE 

In 1929 with the funds provided by the Rocke- 
feller Foundation the National Research Council, 
through its Committee on Drug Addiction, under- 
took a coordinated program to study drug addic- 
tion and research for a non-addicting analgesic 
comparable to morphine. Metopon is one of the 
many compounds made and studied in this co- 
ordinated effort. 

The high analgesic effectiveness of oral doses 
(with the elimination of the disadvantage to the 
patient of hypodermic injection), the absence of 
nausea and vomiting even in patients who vomit 
with morphine or other derivatives, the absence of 
mental dullness and the slow development of tol- 
erance and dependence place Metopon in a class by 
itself for the treatment of the chronic suffering 
of malignancies, and it is for that purpose ex- 
clusively that it is being manufactured and mar- 
keted. 

Metopon will be avaiable only in capsule form 
for oral administration. The capsules will be pu+ 
up in bottles of 100 and each capsule will contain 
3.0 mgm. of Metopon hydrochloride. They can be 
obtained by physicians only from Sharp & Dohme 
o1 Parke, Davis & Co., on a regular official Nar- 
cotic Order Form, which must be accompanied by 
a signed statement supplying information as to 
the number of patients to be treated and the diag- 
nosis of each. The drug will be distributed for no 
other purpose than oral administration for chronic 
pain relief in cancer cases. 

The dose of Metopon hydrochloride is 6.0 to 9.0 
mgm. (2 or 3 capsules), to be repeated only on re- 
currence of pain, avoiding regular by-the-clock ad- 
ministration. As with morphine, it is most desirable 
to keep the dose at the lowest level compatible with 
adequate pain relief. Therefore, administration 
should be started with two capsules per dose, in- 
creasing to three only if the analgesic effect is 
insufficient. 

Tolerance to Metopon hydrochloride develops 
slowly. It can be delayed or interrupted entirely 
by withholding the drug occasionally for 12 hours 
er for as much of that period as the incidence of 
pain will permit. 

To each physician will be sent a record card for 
each patient to whom Metopon hydrochloride is 
to be administered. He will be requested to fill out 
these cards and return them in the addressed re- 
turn envelope. He must furnish this record of his 
patient and his use of Metopon hydrochloride if 
he wishes to repeat his order of the drug. The prin- 
cipal object of this detailed report is to check the 
satisfactoriness of Metopon hydrochloride admin- 
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istration in general practice. The physician’s co- 
operation in making it as complete as possible is 
earnestly solicited. 


WOMAN’S AUXILIARY 

MRS. J. W. WARREN HONORED AT TEA 

On Wednesday, May 14, 1947, Mrs. J. W. War- 
ren, the new president of the Woman’s Auxiliary 
to the Louisiana State Medical Society, was hon- 
ored with a Tea given at the Orleans Club in New 
Orleans. 

Members and delegates were received by Mrs. J. 
W. Warren, Mrs. Joseph S. D’Antoni, President 
Orleans Parish Auxiliary, Mrs. Arthur D. Long, 
Jr., Past President, Mrs. O. B. Owens, President- 
elect, Mrs. Edwin Zander, Mrs. Ashton Thomas and 
Mrs. Dan J. Murphy. Mrs. C. Grenes Cole was 
Chairman of Arrangements and Mrs. Paul G. La- 
croix and Mrs. Carroll Gelbke poured during the 
Tea hour. 

As an added attraction Mrs. Warren, members 
and delegates were entertained in the Ball Room 
of the Orleans Club with a Ballet which immediate- 
ly preceded the Tea. 


HONORED GUESTS ATTEND PAST 
PRESIDENT’S LUNCHEON 

Mrs. Arthur D. Long, Jr., Past President of the 
Woman’s Auxiliary to the Louisiana State Medical 
Society, was honored at a Luncheon held at the 
Metairie Country Club in‘/New Orleans at 12:30 
p. m. on Tuesday, May 14, 1947. 

With Mrs. Long at the Speakers’ table sat hon- 
ored guests Mrs. Jesse D. Hamer, President, Wom- 
an’s Auxiliary to the American Medical Associa- 
tion, Mrs. Wiley R. Buffington, President, Wom- 
an’s Auxiliary to the Southern Medical Associa- 
tion, Mrs. J. W. Warren, President, Woman’s Aux- 
iliary to the Louisiana State Medical Society, Mrs. 
O. B. Owens, President-Elect, Woman’s Auxiliary 
to the Louisiana State Medical Society, Mrs. Joseph 
S. D’Antoni, President, Orleans Parish Medical 
Auxiliary and Mrs. Boni J. DeLaureal, Toastmis- 
tress. 

Mrs. Hamer addressed the group and en- 
couraged all members to attend the Convention of 
the Woman’s Auxiliary of the A. M. A. to be held 
in Atlantic City in June. Mrs. Hamer in her 
interesting talk listed four aims of the American 
Medical Association. 1—That we back Hygeia, as 
it is the only authentic health magazine sponsored 
by the American Medical Association, 2—that we 
help on any endeavor sponsored by the American 
Medical Association Health Program, 3—suggested 
enlisting aid and support in nurse recruitment, 
and 4—assist with the new project of Romance and 
History of Medicine. 

Mrs. Wiley R. Buffington, President of the 
Southern Medical Association, extended an invita- 
tion to the group to attend their next meeting in 
Baltimore and stated that the Southern Medical 
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Association has a fund to help deserving students 
through medical school. 

Honor was paid to the ladies responsible for 
entertainment during the Convention period who 
were: Mrs. Joseph S. D’Antoni, President of Or- 
leans Parish Medical Society; Mrs. Ashton Thom- 
as, wife of the President of the Orleans Parish 
Medical Society; Mrs. Carroll Gelbke, Registra- 
tion; Mrs. C. Grenes Cole, Information; Mrs. W. 
C. Rivenbark, Publicity; Mrs. Carl Wahl, Tele- 
phone; Mrs. H. F. Brewster, Transportation; Mrs. 
Jerome Landry, Tickets; Mrs. Anees Mogabgab, 
Flowers; Mrs. George J. Taquino, Entertainment; 
Mrs. Aynaud Hebert, Tea Girls; Mrs. H. Theodore 
Simon, Printing; Mrs. Sidney L. Charbonnet, Jr., 
Pages; Mrs. Paul Lacroix, Exhibits; Mrs. M. T. 
Van Studdiford, Finance. 





PRESIDENT’S ANNUAL REPORT 

As President of the Woman’s Auxiliary to the 
Louisiana State Medical Society, I beg to submit 
the following report of 1946-47: 

An attempt was made this year to define and 
clarify the duties of the Program and the Public 
Relations chairmen, and to demonstrate the tele- 
scoping of their activities to form a better unified 
Auxiliary program. Each Program chairman was 
urged to make room for the inclusion of the work 
of all other chairmen, including Public Relations, 
Legislation, Hygeia, Cancer Control, etc., in her 
program planning. Since particular stress was laid 
on the new project undertaken by the Auxiliary 
this year, the EXTENSION OF MEDICAL SERV- 
ICES THROUGH VOLUNTARY PREPAYMENT 
PLANS, all chairmen focused their attention on 
different phases of this subject, with gratifying 
results. ’ 

While the legislative chairmen kept the groups 
posted and alert to any new developments in Wash- 
ington, the Public Relations chairman bombarded 
the Auxiliary with leaflets on every aspect of the 
trend to socialized medicine that she could find. She 
distributed the following which were used as study 
material and often passed along to debating teams: 
VOLUNTARY HEALTH INSURANCE V. COM- 
PULSORY SICKNESS INSURANCE; THE 
DOCTOR GLARES AT STATE MEDICINE; A 
DOCTOR LOOKS AT THE WAGNER-MURRAY- 
DINGELL BILL; THE PUBLIC HEALTH; THE 
POLITICIAN AND THE DOCTOR; CHECK 
AND DOUBLE CHECK; and DON’T STRAN- 
GLE YOUR MEDICINE. A public speaker was en- 
gaged by the Louisiana State Medical Society to 
speak in every district in the state on the dangers in 
governmental control of medicine. Under the 
auspices of the Auxiliary this speaker reached over 
500 laymen, and laid the foundation for the excel- 
lent reception the voluntary prepayment insurance 
plan, sponsored by the Louisiana State Medical 
Society, has had. This plan in Louisiana is known 
as THE LOUISIANA PHYSICIANS’ SERVICE, 
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INC. and covers surgical and obstetrical care. 
Study groups have been using their brochures to- 
gether with New York’s splendid booklet CHECK 
AND DOUBLE CHECK as texts for acquainting 
Auxiliary members with the plan. The plan is at 
present available only to employees of the indus- 
trial plants and their families, and it will prob- 
ably be July before individual policies can be writ- 
ten as the offices have not been able to care for 
the demand. Consequently, their offices are not too 
anxious for premature advertising from the Aux- 
iliary. Nevertheless, because of the vital import- 
ance of educating ourselves and the public to the 
need of voluntary health insurance this aspect of 
our program will doubtless absorb a great deal of 
our time for the next several years. 

The varied number of titles of monthly programs 
proclaims a wide scope of interest in both social 
activities and the most serious business of the Aux- 
iliary. Besides book-reviews, musicals, dramatic 
skits, movies and travelogues, programs devoted 
to such topics as SOCIAL PROBLEMS OF THE 
COMMUNITY, HEALTH COUNCIL, MENTAL 
HYGIENE, PUBLIC HEALTH, POST WAR 
MEDICINE, REPORT ON THE NATIONAL 
PEDIATRIC SURVEY, PRESENT TRENDS IN 
PSYCHIATRIC PRACTICE, STUDY OF THE 
LOUISIANA PHYSICIANS’ SERVICE, INC., 
AIMS AND POLICIES OF THE L. S. M. S., lec- 
tures on CANCER CONTROL and T. B., and arti- 
cles taken from Hygeia and the Bulletin show a 
definite interest in community health and a grow- 
ing social consciousness. 

The Public Relations chairman has also called 
to our attention two of the A. M. A. transcripts 
that are currently being broadcast in Louisiana: 
The Melody of Life and Doctors Then and Now. 

The Bulletin chairman reports 35 subscriptions. 

Hygeia subscriptions have mounted to 128. Caddo 
Parish makes 8 gifts of subscriptions to public 
institutions; Ouachita gives 42 gift-subscriptions 
besides the 24 taken by their own members; Cal- 
casieu sponsors a Parish-wide essay contest among 
all grade school pupils on topics in Hygeia. 

The Organization report shows that, while two 
inactive groups have decided to disband, two new 
Auxiliaries, Tangipahoa and Jefferson Davis, have 
reorganized; quite a number of members-at-large 
have been added; and there has been an all over 
increase in membership, from 581 in 1946 to 693 
in 1947, a gain of 112. 

Other interests and activities of the Auxiliaries 
include working with the Girl Scouts, and on all 
drives such as Community Chest, March of Dimes, 
T. B. and Easter Seals, Red Cross, U. S. O., Cancer 
Control, making layettes, working on hospital 
guilds sponsoring blood banks, dressing centers, 
toy loan libraries, and collecting canned foods and 
medicines for European Relief. 

Louisiana sponsors two of the three projects of 
the Woman’s Auxiliary to the Southern Medical 
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Association. DOCTOR’S DAY is celebrated March 
30 by most Parishes with tribute paid to the medi- 
cal profession through newspaper editorials, let- 
ters, cards, flowers, donations to the State Com- 
memoration Fund, picnics, banquets or some enter- 
tainment especially designed to honor our doctors. 
The Calcasieu Auxiliary donated a fund to start 
a library at the new Calcasieu Parish Hospital 
opened on Doctor’s Day. Donations are made to 
the Jane Todd Crawford Scholarship Fund. 

Other accomplishments of the Auxiliary include 
a revision of the By-Laws in accordance with the 
national model; instituting a School of Instruction 
for incoming officers; establishing a system of 
netebooks for State officers and chairmen; and 
setting up a membership file, showing local and 
state offices held by each member, as well as her 
affiliations with other organizations. 

Louisiana is honored to have as the guests of 
our State Convention this year, Mrs. Jesse D. 
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Hamer of Phoenix, the National President, and 
Mrs. Wiley R. Buffington of New Orleans, Presi- 
dent of the Woman’s Auxiliary to the Southern 
Medical Association. 

The inspiration of the National officers and the 
splendid cooperation of the State Executive Board 
and the membership as a whole deserves special 
commendation. I should also like to express my 
grateful appreciation to the President and the Ex- 
ecutive Secretary of the Louisiana State Medical 
Society, Dr. McMahon and Dr. Talbot, and to the 
members of the Advisory Board, Doctors Williams, 
Rand, and Spedale for their unfailing assistance, 
their expert guidance and counsel and their gra- 
cious courtesy in the consideration of Auxiliary 
problems. 

Respectfully submitted, 
Mrs. Arthur D. Long, President 
Woman’s Auxiliary to the 
Louisiana State Medical Society 
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The Care of the Aged (Geriatrics): by Malford 
W. Thewlis, M. D. 5th ed. C. V. Mosby Co., St. 
Louis, 1946. Pp. 500. Price $8.00. 

This is a thoroughly revised edition of one of 
the earliest texts on geriatrics. A book of 500 pages 
from fly-leaf to flown leaf including a few blank 
pages must of necessity be brief in the considera- 
tion of the subject matter; yet, the data are well 
presented, devoid of superfluous verbiage and con- 
taining much that should prove of importance to 
the physician in dealing with the elderly patient. 
There are interesting statistical data and a few 
chapters devoted to such all important matters as 
hygienic, preventive and preclinical geriatrics. 

I. L. RopBins, M. D. 


La Tuberculose Renale Sous L’Angle de la Thera- 
peutique: By Jean Cibert. Paris, Masson & Cie., 
1946. Pp. 533, illus. 

Renal tuberculosis is written primarily for the 
specialist in urology by a man who holds the title 
of Clinical Professor of Urology of the Faculty of 


Medicine at Lyon, France. The work presents a 
very full discussion of a single disease; over 500 
pages as a matter of fact with a large number of, 
on the whole, excellent illustrations. The mono- 
graph should ke of great value to a urologist even 
if he has to struggle through it with some diffi- 
culty as it is written in French. It is very doubtful 
if it will have an appeal to the average man be- 
cause of language difficulties. 

Tuberculose Renale is printed on an excellent 
grade of paper which makes possible a splendid 
reproduction of the 148 figures throughout the 
book. It is paper bound, as apparently are all the 
books which emanate from continental sources. 

J. H. Musser, M. D. 


Cushny’s Pharmacology and Therapeutics: By 
Arthur Grollman, A. B., Ph. D., M. D., F. A. C. P. 
and Donald Slaughter, B. S., M. D. 13th Ed. 
Philadelphia. Lea & Febiger. 1947. Pp. 868. Price 
$8.50. 

The first edition of this text appeared in 1899 
and before the time of Cushny’s death in 1926 
eight editions had been published. It was further 
revised four times by Professor C. W. Edmunds 
of the University of Michigan and Professor J. A. 
Gunn of Oxford University, the twelfth edition 
appearing in 1940. Since its first appearance it 
has been widely used as a text in the medical 
schools of the United States, Canada and the 
British Isles. In the present revision under new 
authorship the general characteristics of the ear- 
lier editions have been retained. 

As indicated in the preface no attempt is made 
to treat the subject matter exhaustively but con- 
cise, well digested accounts of the various drugs 
are presented in a form suitable for the under- 
graduate medical student and for the medical prac- 
titioner. The order of presentation -or classifica- 
tion of drugs is with minor exceptions the same as 
that adopted in the eleventh and twelfth revisions. 
Although the form of presentation necessarily 
varies with the substance under consideration per- 
tinent facts are usually given concerning the 
source and chemistry of the drug. This is followed 
by a discussion of its action on the tissues and 
systems of the body including the effects of toxic 
doses of signs of intolerance. The absorption, fate 
and excretion of the drug is discussed when such 
information is available. Finally consideration is 
given to therapeutic applications and the prepara- 
tions with dosages of the United States and Brit- 
ish Pharmacopoeias are listed. 
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In spite of the fact that sections on several new 
drugs have been included in this edition the book 
retains approximately its original size. This has 
been accomplished less by the exclusion of drugs 
not in common use than by a rewriting of the 
previous text with the elimination of material of 
little interest at the present time. Among the new 
drugs appearing in this edition are penicillin, 
streptomycin, the more recently developed sulfona- 
mides, isonipecaine (demerol), diphenyl hydantoin 
sodium, tridione, thiouracil, dicumarol, synthetic 
estrogens, intocostrin, carbaminoylcholine, and al- 
loxan. The discussion of the vitamins has been 
extended. The bibliography has been extensively 
revised and brought up to date. Furthermore, the 
recording of references in a uniform manner is a 
distinct improvement over previous editions. In 
the opinion of the reviewer this text will again be 


widely used in the medical schools of this country. | 


RALPH G. SMITH, M. D. 


Allergy: By Erich Urbach, M. D. and Philip M. 
Gottlieb, M. D. New York, Grune & Stratton, 
1946. Pp. 968. Price $12.00. 

The second edition of this excellent text will be 
welcomed by ai! who devote a major or minor por- 
tion of their time to the care of allergic patients. 
There has been rapid progress in the field of 
allergy since the first edition was published. The 
authors are to be congratulated on having so ably 


summarized and integrated the numerous papers 


that have appeared in the past four years. The 
book covers every phase of clinical allergy as did 
its predecessor and several complete sections have 
been added. Among these are considerations of 
the Rh factor, allergic bronchitis, allergic cough, 
eosinophilic erythredema and psychosomatic as- 
pects of allergy. Much new material is to be found 
on drug allergy especially in regard to penicillin, 
sulfonamides and thiouracil. Additional informa- 
tion is collated on contact dermatitis and the com- 
plete list of concentrations used in patch testing is 
very helpful. One or two minor criticisms might 
be offered. It is open to question whether a new 
nomenclature embracing such terms as pathergy, 
metallergy, parallergy and the like is justified. 
There seems little point in printing the same (or 
practically identical) pictures twice, fig. 157 and 
296, granted that it is very impressive. But these 
objections are trifling and the book can be highly 
recommended. It is very regrettable that Dr. Ur- 
bach has died but Dr. Gottlieb can be relied cn 
to maintain in future editions the high standards 
set up in the first two. 
VINCENT DERBES, M. D. 

Heparin: By J. Erik Jorpes, M. D. New York, 

Oxford University Press, 1946. Pp. 260. Price 

$6.50. 

This is a splendid monograph prepared by a man 
who is outstanding in his experimental work with 
heparin. For this work he has received universal 
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acclaim. It is very satisfactory indeed to have 
Jorpes’ numerous contributions to this subject, plus 
a critical survey of the work of others in one 
relatively small volume. 

The monograph is by no means devoted to a dis- 
cussion of his own laboratory work and the work 
of others since the time that Howell and his col- 
laborator McLean first published the results of 
their work done in Howell’s laboratory some thirty 
years ago. The book contains, in addition, a splen- 
did discussion on the use of heparin in clinical 
medicine and surgery. As a matter of fact more 
than half of the monograph has to do with this 
aspect of the use of heparin. The book therefore: 
is and should be of value not only to the labora- 
torian but of tremendous importance to the clin- 
ician who may be called upon to treat, or prevent,, 
venous thromboses, a medical problem as well as 
a surgical one. Actually, according to Jorpes, as 
complications, thrombosis and pulmonary embolism 
are aS common among medical patients as among 
surgical ones. 

This book represents a real contribution to scien- 
tific medicine. The format is splendid, and the 
excellent grade of paper that has been used by the 
Oxford University Press makes for easy reading 
and a very clear reproduction of the relatively few 
figures that the book contains. 

J. H. Musser, M. D. 


Radical Surgery in Advanced Abdominal Cancer: 
By Alexander Brunschwig, M. D., Chicago, The 
University of Chicago Press, 1947. Pp. 324, Illus. 
116, tables, 16. Price $7.50. 

After briefly reviewing the great epoches in the 
development of abdominal surgery, the author dis- 
cusses the usage of the terms “operable” and “in- 
operable”, stating: “In general, what is meant by 
an ‘operable neoplasm’ is one that can be encom- 
passed readily by more or less standard techniques, 
there being no gross evidence of widespread me- 
tastases. It is inferred that the immediate prog- 
nosis is favorable. The term ‘inoperable’ is usually 
employed in connection with neoplasms for which, 
in the opinion of the operator, a radical proceduré 
is not justified because of poor prognosis. This 
term is also used to designate the situation in 
which a neoplasm, possibly small and in itself re- 
sectable, has already given rise to visible spread 
beyond the possibility of complete excision. In the 
latter sense the term ‘inoperable’ and the evident 
immediate prognosis become confused, since fre- 
quently the primary growth is, indeed, resectable 
but there seems to be little justification for resec- 
tion. The confusion of “inoperability” with “poor 
immediate prognosis” undoubtedly fosters not a 
small degree of conservatism in the surgical attack 
upon intra-abdominal cancer.” 

Developments which have occurred to expand the 
scope of radical surgery in advanced abdominal 
cancer, i. e. improved anesthesia, the more ready 
availability of blood and the more general employ- 
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ment of large transfusions, chemotherapy, and 
other means for better preparing and supporting 
patients undergoing radical abdominal surgery, are 
discussed. Attention is drawn to the fact that 
senior surgical residents in well-organized hos- 
pitals are now successfully performing many oper- 
ations which, only a generation or so ago, were not 
attempted even by the master surgeons. 

One hundred unselected consecutive operations 
for advanced abdominal cancer involving the stom- 
ach, small and large intestine, pancreas, liver, bile 
ducts, spleen, retroperitoneal space, and abdominal 
wall, many of which have ordinarily been con- 
sidered impossible or impractical, are described. 
Also included in the series are reports of opera- 
tions performed for intra-abdominal extension of 
gynecologic cancer. 

Analyses of the results in respect to survival or 
at least temporary benefit are given, and lead 
the author to conclude that there is ample justifi- 
cation for more radical surgery in advanced ab- 
dominal cancer. 


AMBROSE H. Storck, M. D. 


Medical Services by Government, Local, State and 
Federal: By Bernhard J. Stern, Ph. D. New 


York, The Commonwealth Fund, 1946. Pp. 172. 
Price, $1.50. 


Among the several publications put out by the 


New York Academy of Medicine Committee on 
Medicine and the Changing Order and published 
through the Commonwealth Fund is this book on 
Medical Services by Government written by a Doc- 
tor of Philosophy who is a lecturer in sociology at 
Columbia University. 

In the introduction one rather gets the impres- 
sion that the book may represent a certain degree 
of propaganda for the socialization of medicine. 
However, the author is to be complimented upon 
the fact that he has made his book factual and 
objective and has omitted controversial points 
which might be subject to discussion and debate. 
In the initial portion of the book he presents data 
concerning the recent developments in medical 
services by state and local governments. In sub- 
sequent chapters Stern presents such subjects as 
Federal grants-in-aid for medical care and medical 
services by the Federal Government. Of the latter 
it might be said it is absolutely astounding to dis- 
cover how much Governmental medical care is dis- 
persed through various departments of the United 
States Government. The largest services of course 
are those rendered by the Army and Navy Medical 
Corps, the United States Public Health Service 
and the Veterans’ Administration, but there are 
innumerable other relatively small medical serv- 
ices rendered to various people through the De- 
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partment of the Interior, the Department of Agri- 
culture, through the Tennessee Valley Authority 
and so on, ad infinitum. While unsuccessful effort 
has been made to organize these many smal! dif- 
ferent services into the larger services, neverthe- 
less to study this book one definitely gets the im- 
pression that there should be a Department of 
Health, the head of which should be in the Cabinet, 
which would correlate all health activities under 
one head. 

To the Louisiana reader it is interesting to note 
that Louisiana contributed the highest percentage 
in taxes to the support of hospitals, 48.7 per cent 
as contrasted with 1 per cent in Alabama or with 
37.8 per cent which California spends and which 
is the highest amount next to that spent by Loui- 
siana for all other states in the Union. For general 
and other allied special medical care Louisiana 


‘ spends 67.7 per cent of its total outlay, a sum 


which exceeds four and a half million dollars and 
in terms of per cent far exceeds any other state. 
In Louisiana the general medical care is well pro- 
vided for, whereas our expenditures for service for 
crippled children is extremely small and for psy- 
chiatric service is considerably smaller than in 
most states. For the amount of money that Loui- 
siana is spending now for medical care of its in- 
digent it seems very doubtful that the state is in 
a position to afford the construction of new hos- 
pitals and new facilities. Even though the Federal 
Government is to finance in part the cost of con- 
struction of, the buildings, these structures must 
be maintained and their inmates must be taken 
care of by the state. 
J. H. Musser, M. D. 
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Academy of Medicine Committe on Medicine and 
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